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3 ORIGINAL ARTICLES. 





THE SUBCUTANEOUS PLASTIC SURGERY OF THE NOSE. 









(By W. P. Porcher, M. D., Charleston, S. C.) 










It is generally believed by surgeons, that there is but one city of Roch- 
ester—the Mayo Rochester—but all laryngological surgeons thinks there is 
another Rochester—the Roe Rochester—because the city of Rochester, N. 
Y., has been made famous to laryngologists the world over by the pioneer 
work in the subcutaneous plastic surgery of the nose by Dr. John O. Roe 
of that city. 

Having recently had the privilege of witnessing the results of many 
of these operations, where deformities of the nose of every kind had been 
corrected subcutaneously and without injury to the skin, and where the 
normal configuration of the nose had been restored as well as the respira- 
tory function, I will endeavor to describe some of this work and where 
possible will use the language of the doctor himself, 
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Says Wells “A skillful dissembler may disguise in a degree the ex- 
pression of the mouth, the hat may be slouched over the eyes, the chin may 
be hidden in an impenetrable thicket of beard, but the nose will stand out 
and make its sign in spite of all precautions. It utterly refuses to be ig- 
nored and we are, as it were, compelled to give it our attention. Being 
exposed to every variety of contusion as well as to the ravages of disease 
and inherited deformity, the nose exhibits an innumerable variety of vari- 
ations from the normal. In fact so commonly are these deformities met 
with and so easily does the sufferer make up for the resulting interference 
with respiration by acquiring the habit of mouth breathing that non-obser- 
vant persons have come to regard these deformities as simple facial pecu- 
liarities of the individual and the individual becomes accustomed not only 
to the facial deformity but to the abolished functions of the nose as well. 
The factors which seem to have contributed most to the remarkable re- 
sults which Dr. Roe has obtained are, Ist: the extraordinary originality 
which he has shown in devising intra-nasal and subcutaneous operations 
adaptable to each case for the reduction of the deformity: 2nd: the com- 
plete control which he obtains over his patients by the combined use of 
local and general] anaesthesia. In nearly all these cases local anaesthesia 
is quite sufficient to render the operation entirely painless, by injecting a 
weak solution of cocaine hypodermically into all the parts on which he is 
to operate. In those cases which from any cause a general anaesthetic is 
required, the latter is made very easy by the preliminary use of a hypo- 
dermic injection of morphine, hyoscine and cactin; the small amount of 
chloroform then required is delivered through a bent tube in the mouth. 
2nd. His perfect antiseptic technique combined with the use of a metallic 
form or splint to hold the nose rigid after the correction of the deformity, 
packing the nose internally with iodoform guaze when required to furnish 
additional support and a number of instruments which he has devised 
especially for these cases. 


“In studying the etiology of nasal deformities it must be borne in mind 
that such an abnormal condition must be due to a great variety of csuses. 
It may be due to an abnormal development of the nose, an cveryrewth 
amounting in some cases to an elephantiasis. Or it may be due to an u.- 
equal growth of the two sides of the nose or of the two sides of the laminae 
of the septum, distorting both the septum and the nose. The distortion 
may be the result of an extra or intra-nasal neoplasm, or as is frequently 
the case, of a traumatism with a definite history or prescntin: a pronoune- 
ed mark of the injury. It may be of constitutionai crig:n with a luctie 
history, presenting the definite specific manifestations shown in the -xca- 
vated shrunken and caved in nose that results from .he destruction of the 
bony or cartilaginous frame work, or perhaps of both and sometimes 
shown in the dactilitic condition occasionally seen. The deformity may be 
the result of lupus that has been arrested, leaving scars and deformities 
which must be carefully differentiated from luetic manifestations. The 


abnormal condition also may be of tuberculous nature associated with 
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similar manifestations in other parts of the body or finally it may be caus- 
ed by ulceration or by a growth of a malignant nature.” 

“All chronic affections of nasal cavities even unattended by obstruc- 
tion to the passages tend to produce by sympathetic irritation, more or 
less congestion of the vessels at the end of the nose and by reason of these 
vessels having less power of resistance an undue distention of them takes 
place, the surrounding tissue becomes thickened and an enlargement of the 
end of the nose occurs. This is very commonly observed during the treat- 
ment of nasal diseases. The deformities which most frequently occur in 
the nose may be broadly divided into the saddle back, the hump back and 
the snub or turned up nose usually accompanying the saddle back variety, 
or as Dr. Roe classified these deformities, they may be further divided into 
those which affect the bony portion and those which affect the cartilagin- 
ous portion. Those which affect the bony portion may be either ‘vertical 
or lateral. : 

The vertical deformity may be either convex or concave. The lateral 
deformity may be spatulated, flattened or deflected. 

Deformities affecting the cartilaginous portion may be in the tip or 
the alae. Those in the tip may be due to excessive or deficient tissue and 
deviations from the middle line. Deformities in the alae may be due to 
collapse or undue expansion produced by disease injury or inherited pecu- 
larity. 

Deformities of the nose of whatever variety are usually accompanied 
by a proportionate deviation from the normal of the internal nostril, and 
consequent interference with the natural function of the nose. Hence in 
the majority of cases it is necessary first to restore the normal patency by 
the removal of such obstructions as result from the deformities. ~ ° 

Rigid asepsis and antisepsis are observed in all operations on the nose 
to avoid septic infection of the wound and subsequent breaking down of 
transplanted tissue. The nose is first washed out with Bichloride ‘solution 
post-nasal and anterior-nasal and after the operation it is packed with 
iodoform gauze, and if additional pressure is required to prevent hemor- 
rhage Berney’s compressed sponge is used. 

A mold of block tin or copper covered with adhesive strap and fitted 
to the outside of the nose is next applied so as to hold it rigidly upright. 
This must be continuously worn for such a length of time as to make the 
healing permanent. 

The operative treatment for the relief of nasal deformity varies with 
each individual case and the ingenuity of the surgeon is taxed to meet the 
requirements. Many operations are often necessary before the desired re- 
sults are obtained in a single case, but by continuous wearing of the me- 
talic form or mould, and by the use of adhesive plaster making pressure 
or removing it when indicated a practically useful and attractive nose re- 
sults. 

The limits of this paper make it impossible to give even an outline of 
the various deformities of the nose and the subcutaneous intra-nasal oper- 
ation for their correction. I will endeavor however to describe for you the 
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three most common deformities, namely the snub nose, the saddle back 
and the hump back and the methods of operation devised by Dr. Roe and 
will use as near as possible his descriptive language in doing so. 


The snub or turned up nose. “In the snub or turned up nose the 
operation is performed as follows. We first deaden the sensibility of the 
end of the nose with cocaine, (general anaesthesia being unnecessary) and 
brightly illumine the parts. If the tissue is to be removed from that por- 
tion where the mucous ,membrane is not too firmly adherent, the mem- 
brane should be dissected back to be replaced after the operation. The 
end of the nose is turned upward and backward and held with a retractor 
by an assistant: then sufficient of the superfluous tissue is removed or dis- 
sected out to allow the nose to conform to the shape desired. Great care 
must be used however not to remove too much tissue and also not to cut 
through into the skin, lest we may have afterwards a scar or a dent in the 
external surface of the nose. In some cases no after treatment is required, 
but in others it is advisable to mold a saddle or splint as it were, to the top 
of the nose, so as to make it while healing, assume the shape we wish to 
obtain. In some instances the large and unsightly end of the nose is not 
due to an excessive tissue but to a malformation of the cartilages of the 
alae, bulging outward with a corresponding concavity on the inside. 
These noses can be very readily moulded into shape by cutting with a 
small tenotomy knife through these cartilages, in different places suffi- 
ciently to destroy their elasticity. Then by inserting a silver or hard rub- 
ber tube of the proper size and shape, into the nostril, and conforming the 
saddle to the outside of the nose we have it encased in an outside and in- 
side splint, that compels it to conform to the exact shape we desire. While 
performing this operation and moulding the nose into shape we must not 
neglect to preserve the nasal passages free and unobstructed.” 


Hump back or convex vertical deformity of the bony portion of the 
rose. This deformity is the one most often found uncomplicated, and the 
operation for its correction is in the main performed as follows. The skin 
is first raised from the projecting portion by incising the wall of the nose 
from the inside of the nostrils, through to the underside of the skin. The 
opening is then enlarged sufficiently to admit the instrument required, 
which may consist of bone scissors, rongier forceps, a slender saw, or such 
other instrument as may be necessary according to the conditions present. 
In removing the projecting portion, great care must be exercised not to 
remove too much of the redundant tissue, lest a depression be left in the 
top of the nose which may be more unsightly than the original deforra- 
ity. This mistake more readily happens in those cases in which the upper 
portions of the nasal passages extend all the way up into the projecting 
portion. In these cases the nasal passage is very easily opened on remov- 
ing the projecting angular portion. 


Concave vertical deformity of the bony portions of the nose—the saddle 
back nose. The operation for the correction of this deformity is entirely 
different from the last and consist in filling in the depressed portions with 
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flaps of tissue taken from the unduly prominent portion, subcutaneously, 
thereby lowering that portion at the same time. . 

A case illustrative of saddle back nose was operated on as follows: 
The displaced tissues found on the sides of the nose were restored to the 
top by raising the skin from the dorsum, through an incision made from 
the interior of the nostril and turning the flaps made of this displaced tis- 
sue upward to fill in the depression in the centre of the nose. A portion of 
this displaced tissue consisted of bone, which was sawed loose with a 
sharp slender saw. When this was completed a flap was made from the 
redundant cartilaginous tissue constituting the ridge on the right side of 
the septum. In order to get this latter flap to the desired spot on the dor- 
sum it was necessary to turn the flap twice to reach the place. This was 
done by cutting the lower part loose and turning it up allowing the up- 
turned edge to become attached sufficiently to supply it with nutriment, 
when the other end was cut away and again turned upward. When the 
further end had again become firmly attached, the lower end was cut away 
and turned into place, which completed the filling of the top of the nose 
very nicely. The end of the nose still projected slightly above the line of 
the dorsum. This was lowered by removing sufficient tissue to bring it’ 
down to the line of the dorsum. The nose was then held in place for 2~ 
considerable period by an external dressing until the parts were thorough- 
ly healed, and the nose showed no tendency to become distorted. 

The operations for the reduction of hypertrophied turbinate and de- 
flected septa are equally effective. After cleansing and disinfecting the 
nose with bichloride solution, the hypertrophied turbinate is incised 
lengthwise with a long handled narrow bladed knife curved on the flat and 
a triangular piece is removed from the under side. Pressure is then ap- 
plied with iodoform gauze or the Berney’s compressed sponge utilizing the 
twisted septum for support until healing of the raw surfaces has taken 
place. 

Reduction of deviated septa. It is a very self-evident fact that a de- 
viated septum is larger or wider and longer and has a greater extent of 
surface than a straight one, and in order to provide for this redundancy 
when the septum is straightened it is Necessary either to remove a portion 
of the septum sufficient to allow of the reduction without wrinkling or that’ 
an incision should be made through the greatest convexity so as to allow 
the edges of the incision to lap over. Of course, when the deviation is a 
vertical one, the incision must also be vertical and when the deviation con- 
sist of a horizontal as well as a vertical bend so as to make it somewhat 
conical as if pressure had been applied at one point indenting the septum, 
the incision should be both vertical and horizontal and each should be 
made through the septum obliquely and along the direction of the axis of 
the greatest bend or convexity. With the aid of Roe’s fenestrated forceps 
the bony and cartilaginous portion of the septum are both rendered thor- 
oughly flexible and pl&ced in the median line. After the operation the 
nose is cleansed and made aseptic and it is then packed with iodoform 
gause on the convex side. This is allowed to remain for a few days until 
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sufficient inflammatory exudate has been thrown out or ossification of the 
fractured bone has taken place, so as to maintain the angle of deflection in 
its new and straightened position. 

In case there has been a double deflection the packing should be placed 
on each side as far as possible opposite the point of previous convexity. 

The advantages of this form of support over the hard rubber tube or 
the various other mechanical appliances that have been devised for this 
purpose is that the nasal passage can be maintained thoroughly aseptic 
which is impossible when these other appliances are used and moreover, 
the healing of the wound is not only more readily promoted but the danger 
of erosion of the wound, thereby preventing healing and endangering 
hemorrhage is entirely avoided. 

Berney’s compressed cotton tampon if they have been sufficiently 
sublimated previous to compression to maintain them thoroughly aseptic 
is an ideal dressing for this purpose, although care will have to be exer- 
cised lest too large a sponge be selected that may after becoming wet and 
expanded force the septum over beyond the median line. If the nostril and 
the dressing has been made thoroughly aseptic and the dressing carefully 
and properly inserted, it can be left in situ for from three to four days 
before removal. It can then be very readily removed without pain or dis- 
comfort by slightly dazing the patient with a few whifs of chloroform. 
The nostril is then thorouchly irrivated with bichloride solution, anaes- 
thetized with cocaine, and fresh plugs similar to the previous ones intro- 
duced. These are left in for two days longer and removed. 

By this time the septum is usually self-supporting, sufficient provi- 
sional callus or inflammatory exudate having been thrown out to render 
the parts rigid enough to require no further support. It is however, ad- 
visable to watch the septum to see that there is no sagging back, necessi- 
tating further support for a few days longer. If it should be necessary a 
hard rubber or aluminum tube can now be used to advantage. It should 
‘be entirely free from perforations, and smooth, so that there may be no 
lodging places for discharges to decompose in. 


REQUISITES FOR THE TREATMENT OF THE PSYCHO-NEU- 
ROSES: PSYCHO:-PATHOLOGICAL IGNORANCE, AND THE 
MISUSE OF PSYCHOTHERAPY BY THE NOVICE.* 


(By Tom A. Williams, MB. CM., Edin., Washington, D. C.) 


We hear much about the neuroticism of modern days, the popular be- 
lief being that neurasthemia' as it is loosely called, hardly existed until 
the latter end of the 19th century. It is supposed that this state of mat- 
ters is due to the fatigue to the nerves of the moderf strenuous life. 


“*Read by invitation at the Symposium on Psychotherapy before the Washington 
Therapeutic Association, April 10, 1909. 
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As a matter of fact, confessions, memoirs,? and pictures of the time 
show that neurotic states occurred in the Middle Ages even more widely 
than they do today. Again, the “vapours” so often alluded to in the liter- 
ature of Queen Anne’s time, would now-adays be called nervous prostra- 
tion, and a “rest-cure’”’ would be prescribed; but in that less enlightened 
age, they were appraised, empirically it is true, at their real value—mental 
vacuity, discontent or failure of adjustment to environment. 

The last factor is shown Wy a close analysis to be the real cause of most 
cases of so-called nervous prostration ;* and the indiscriminate administra- 
tion of the rest cure without a clear psycho-diagnosis will in the futurg be 
relegated to the limbo of such other medical superstitions as blood-letting 
and anti-pyretics. 

Of course, adjustment fails when the nerve cells are poisoned, ir- 
jured, receive insufficient oxygen or irregular supply of blood; but these 
are not psychic difficulties and can be provided against by the physician 
and the pathological chemist. He succeeds in virtue of the precision with 
which he estimates the derangements in a body whose normal functions 
he has spent years in studying. 

Similarly, the psychiatrist can succeed only by an understanding of 
normal mental reactions, and by a profound study of the data of morbid 
psychology. It must be recollected that the patients referred to him are 
those in whom empirical methods have failed. For example, they are 
“suggestioned” ad nauseam: one patient told me how thankful she was that 
I did not tell her she was better or minimize her mental suffering for she 
hated the sight of a doctor; as each in turn made light of her state, and 
said she would soon be better, whereas she became worse and the confi- 
dence she had reposed in her first physician had become profound distrust 
at the end of three years, at which time I was called in. 

Another gross empirical error is the injudicious appeal to the pa- 
tient’s will-power.‘ The doctor who commits this solecism does not realize 
that the patient has already exhausted his volitional power of response, 
previously highly stimulated by the complexities of social and profession- 
al environment. It is as if a lost traveller in a jungle which he does not 
know were directed to find his way back to the camp from which he had 
strayed. The real guide will show the way. Such symposia as this are a 
sign that in psychotherapy blundering empiricism has had its day. 

We should laugh at the surgeon who tried to tie the lingual artery 
while ignorant of the anatomy of the sub-lingual triangle, or even to set 2 
dislocation without understanding the structure of the joints; but the ar- 
rest of a morbid train of thought and the setting a mind at rest are much 
more delicate operations than those of the surgeon; and yet, although the 
art requires finesse for its acquirement and years before the tactus erudi- 
tus is acquired, very few men hesitate to rush in where angels fear to 
tread, into the sacred precincts of the soul. A bull in a china shop would 
be less out of place. 

Such assumptions of confidence where skill has not been acquired have 
in the field of gynecology called down just reproach from the masters of 
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that art.’ In morbid pathology, the result has been, if not less disastrous 
to our patients, certainly much more so to ourselves, both in wealth and 
prestige. The Christian Science Church is a growing canker of contempt 
for science and its medical exponents, and its doctrine is inculcated to the 
plastic mind of childhood, to be there ineradicably fixed, even though en- 
lightenment may come. The Emanuel movement will become another 
source of malign influence; for it has now been publicly repudiated,’ even 
by the few neurologists who were weak enough to countenance its appar- 
ently ethical commencement. 

We can overcome these influences only by acting together, as is done in 
all successful organizations. The public requires and demands psychic 
treatment. They receive from the medical man, burdened with the com- 
plexities of his art, only indifference or an affectation of knowledge which 
they are quick to penetrate. I even know of a case where a medical man 
sent a patient to a mental-healer who advertises in the newspaper. 

Now the remedy should be obvious enough. It is to provide facilities 
for instruction of medical men, first in psychology and psycho-pathology, 
and then in psycho-therapeutics. To do this, wards and out-patient clinics 
must be provided in the hospitals, to which competent teachers must be 
appointed. In the meanwhile, the doctor who endeavors to bungle through 
the treatment of a psycho-neurotic case, without understanding psycho- 
physiology and pathology, and with only a rough empirical experience, is 
guilty of a crime to his profession. Such cases should be treated, at least 
under the advice of a specialist, until the physician has learnt to do so 
himself by observation and study and expert direction. 

It is impossible in ten minutes to even indicate the kind of problems 
which psychotherapy studies,’ all of them depending upon analytic diag- 
nosis: of mental make-up, as well as of the physical factors which contrib- 
ute to psychic insufficiency. 

I may mention, firstly, the mythomanic* tendency, that is, the impulse 
to take what appears the easier way of complete indifference with regard 
to truth. It is fundamentally a lack of foresight due to a deficiency of in- 
telligence; but it has been acquired in early childhood, and has become an 
affective habit, which the intelligence is not powerful.enough to overcome. 
Its prevention, and later the cure depends uopn the principle of “condi- 
tioning the reflexes,” as shown in its most simple terms by Pallow® in 
dogs, when he changed at will the stimulus needed to provoke gastric or 
salivary secretions. The whole art of education is based upon this prin- 
ciple of associating pleasant feelings with useful activities, ef which truth 
telling is certainly one of the greatest. The re-education of a bad habit is 
similar in principle, but more difficult of accomplishment, and is best illus- 
trated in the arts of playing a musical instrument or of speaking and 
singing. 

Time forbids to trace the stages between such simple measures and 
the full complexity of the intellectual readjustment which psychotherapy 
attempts. 

The problem is comparatively easy compared with that where the 
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emotions and feelings are concerned, as for instance in such cases of sexual 
perversion as the classic one of Kraft-Ebbing,’® where the sexual act could 
be performed only when the patient’s wife was dressed in a white apron, 
owing to the circumstance that it was with a maid so dressed that he had 
first had connection. Still more striking in this connection is the case re- 
cently reported by Stcherbak,'' in which the only means of producing or- 
gasm was the placing upon the knees the elegantly booted lower extremi- 
ties of a fashionably dressed woman. The sexual factor in the production 
of fieuroses is most important, and it is time the reticence we display to- 
wards it cease and be replaced by thorough discussion. 

But emotion may be conditioned, too. Indeed, it is the affective ac- 
companiments which give intellectual attitudes their dynamic power. 

This is an important element in cases of traumatic neuroses. Here 
the replacement of the morbid feeling tone by another cannot be direc?, but 
must be accomplished through the replacement of the causative idea by 
another one. Ex cathedra affirmation or cold appeal to the intellect can- 
not change an attitude of mood of any standing. The method of doing this 
may be illustrated by the gastric neuroses,'* where a false fixed idea 
creates a feeling of disgust while food is being eaten, which in turn inhi- 
bits the digestive secretions. As I have pointed out elsewhere, this morbid 
conditioned reflex has usually its source in the unskillful suggestions of 
doctors'* who have not understood the role of the psyche in pathology, and 
who have gone on treating the symptoms by_referring them to the stomach 
itself, thereby only fortifying the patient’s error; so that by the time he 
reaches the psychotherapist, he ,is inaccessible to conviction that the 
trouble is really in his head, as Dejerine’* puts it. Accordingly he cannot 
be convinced by assertion or argument, as he has lost confidence in these; 
but is convinced by the stern logic of events, shown by his ravid gain in 
weight while isolated. It is then that the physician’s dialectic finds its op- 
portunity,’® and the patient’s false idea is dispelled. 

I have shown elsewhere" that both of these conditiors are forms cf 
hysteria, in that they are susceptible of “production by suggestion and of 
removal by suggestion-persuasion.””?” 

Some patients of the more intellectual grade are put on the road to 
recovery by the first interview, although the recovery from emaciation 
and the starvation habit which the stomach has acquired requires some 
time. 

In traumatic neurosis my experience has been more favorable,'* one 
interview often sufficing. I attribute this, however, to the fact that these 
patients are in a better position than the gastric ones to realize the truth; 
for until my psycho-therapeutic interview, they have heard only ex parte 
opinions or indiscriminate sympathy for an attitude which at heart they 
would be glad to be rid of. Without confidence given by a thorough knowl- 
edge of organic disease of the nervous system, the neurologist’s diagnosis 
and affirmation cannot be positive."* When to this is added the muddled 
conceptions so prevalent about the traumatic neurosis, one cannot wonder 
at the reproaches heaped upon our profession as medico-legal experts. 
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From these types of what might be termed untruthful reaction to en- 
vironment, I trust that my hearers will gain at least a slight conception of 
the problems with which psychotherapy deals; and that from a comprehen- 
sion of these clearer cut conditions, they may be in a better position to esti- 
mate the much commoner cases where one may be called upon to guide into 
productive and happy channels perversions of disposition, such as despon- 
dence, suspiciousness, facile emotionalism, religious sentimentalism, social 
ashamedness, weakness of character, and morbid fears, pains, besetments 
or any form of inadequacy to personal and social requirements.*° > 
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INFANTILE SYPHILIS.* 





(By W. P. Cornell, M. D., Charleston, S. C.) 


Infantile Syphilis may be either hereditary or acquired, and may take 
origin in one of five ways. . 
1. At the moment of conception by the father’s semen. 
_ (Paternal heredity). 


*Read at the meeting of the South Carolina Medical Association, held at Summer- 
ville, S. C., April, 1909. 
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2. At the moment of conception by the mother’s ovum. 
(Maternal conception heredity). 
4. During birth from lesions of the mother’s genitals. 
(Infection in parturition). 
5. To the infant after birth either from the parents, by a kiss or in 
suckling; or from an indifferent person as a wet nurse. 

Infection in parturition and from parents or wet nurse is acquired 
syphilis and differs from the hereditary in the presence of a chancre at the 
point of infection and the absence of the grave visceral lesions of heredi- 
tary syphilis. 

Colles law states, “that a syphilitic father may beget a syphilitic 
child without apparently infecting the mother, yet this mother cannot be 
infected by nursing the child, though the child will promptly infect any 
other wet nurse not previously infected with syphilis.” 

This law states clearly “without apparently infecting the mother” and 
it is now apparently pretty generally accepted that every woman who 
bears a syphilitic child is herself infected, and therefore so-called paternal 
heredity is probably very rare, if possible. 

It is well known that succeeding pregnancies bring forth increasing- 
ly less infected fetuses until finally the mother bears a healthy child. This 
points strongly against the Maternal Conception Heredity as being a com- 
mon means of infection, and for all syphilitic fetuses, except those aborted 
in the first few months one may doubt the ovum’s having been the source 
of infection. 

During the first seven months of gestation a fetus may be infected 
with a syphilis acquired by the mother. It is doubtful if this is possible af- 
ter the seventh month. 

In Maternal Post-Conceptional Heredity we find the vabt majority of 
men believing that the one thing most likely to affect the vitality of the 
fetus and its susceptibility to disease is the condition of the placenta. 

Syphilitic inflammation of the placenta becomes less marked and ex- 
tensive with each succeeding gestation and permits better and better nour- 
ishment of the fetus and by so much retards its disease and in this way 
makes clear why eventually a healthy child is borne. 

Infection in Parturition is extremely rare and doubtful. Infection 
after parturition of a healthy child borne of syphilitic parents is extremely 
probable. 

Opinion is divided as to whether hereditary syphilis of the third gen- 
eration is possible; but, in as much as a man’s capacity to transmit syp- 
hilis to his wife almost always ceases within five years, and a woman’s 
eapacity to bear syphilitic children within ten years, it would seem very 
improbable that a fetus should retain the power of transmitting the dis- 
ease until it reaches maturity. Still, many believe in the transmission 
through pure heredity to the third generation. 

The dangers of syphilitic inheritance varies greatly with the age of 
the disease in the parent, being greatest in the first year, great in the next 
two, greatly less in succeeding years, though it has been apparently found 
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at varying dates up to twenty years, but we must not forget that many 
cases are on record of people having been cured of one attack only to be- 
come infected as shown by a true chancre succeeded by secondary signs. 

Hereditary Syphilis is divided by Hochsinger into: Ist, Fetal; 2nd, 
infantile (first 3 to 6 months) ; 3rd, Relapses in Infancy (until the fifth 
year) and 4th, Late Hereditary Syphilis. 

The importance of these stages decreases through the series; feta: 
syphilis being fatal in 50 per cent.; Infantile killing 50 per cent. in the 
first three months of extra uterine life; Relapses are less frequent, less 
severe and rarely fatal; and the late or delayed hereditary syphilis, whic h 
occurs after the fifth year differs in no respect from tertiary spyhilis in 
the adult. 

It is now generally accepted that the spirocheta’ pallida is either the 
cause, or that it is one phase in the life cycle of some micro organism 
which is the cause of syphilis. It is a cylindrical spiral organism having 
from 6 to 25 spirals. When examined in a fresh specimen it is seen to be 
very motile, though it retains its spiral shape. It is usually, for purposes 
of better study, examined in the stained methods; which I will not go 
into; but there aré many different spirochetae now differentiated and 
named so that only one trained in laboratory technique and experienced, 
should be trusted in deciding as to its presence. 

They are found in abundance in the lesions of early heretlitary syph- 
iis, in all the organs of still-borne syphilitic children, and practically in 
any tissue of a syphilitic patient; though they are rare in the lymph ves- 
sels and nodes, and when found in the nodes are usually in and about the 
Llood capillaries at their circumference. 

Tertiary lesions show them only in their periphery, never in the ne- 
erotic center, or in its (the rumma’s) secretion. 

Probably they are distributed by the lymph rather than by the blood 
currents, and directly excite the perivascular inflammation characteristic 
of all syphilitic lesions; and are destroyed by phagocytosis. 

It is important to remember that syphilitic secretions cease to be in- 
fectious after 12 to 24 hours, and much sooner (at most 6 hours) when 
dry. This expiains why we are not constantly seeing instances of inno- 
cently acquired syphilis. 

Dogs have become infected through experimental work and might 
therefore become a source of infection in a‘ house; if this is possible it is 
worth remembering. 

The Pathology of fetal syphilis differs from that in the adult chiefly 
in its acuteness. In the adult the disease localizes itself here and there in 
small areas and shows special affinity to the skin and mucous membranes, 
later to the nervous system, the underlying process being always specific 
arterial disease. In the fetus the viscera are chiefly affected, and seccnd- 
ly the bones, the skin, being immune till just before or after birth. Again 
in adult visceral involvement the process is localized rather than diffused 
throughout the organ as in fetal syphilis. 
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The viscera chiefly involved and. most frequently are, in the order of 
importance, the lungs, the liver, the kidney and the spleen. 

The infiltration is a diffuse one arising from the smallest vessels in 
the organ, with later contraction and obliteration of the vessels, with this 
hyperplasia of the connective tissues, occurs hyperplasia of the paren- 
chyma. 

The placenta also shows the same changes and is usually found to be 
large, and firmer than normal, also the cord. The placenta may be 1-4 to 
1-3 the weight of the child. 

Marked changes in the viscera do not occur till after the 4th month of 
pregnancy. 

Symptoms: The fetus affected with visceral lesions may come to one 
of three ends: 

1. It may be aborted or still born. 

2. It may be born manifestly syphilitic. 

3. It may be born apparently healthy. 

1. Death in utero is often caused by hydramnia, due to syphilitic phle- 
bitis of the cord, or it may die by inanition from overwhelming visceral 
disease. It is usually aborted between the 4th and 7th month and is usual- 
ly dead and macerated. Monstrosities are relatively frequent. 

2. If borne alive it is small and wizend, with loose skin, on which there 
may be an eruption; with snuffles and a hoarse cry, sunken and inflamed 
eyes, and may be pseudo-paralysis. 

3. When apparently healthy looking, (the skin involvement not yet 
having taken place,) the direct evidence of visceral syphilis will be found 
in enlarged spleen and liver or a pseudo-paralysis from osteochondritis 
The infant born apparently healthy, will soon develop snuffles which will 
soon be followed by skin lesions. 

Snuffles. Though the earliest and most constant symptom, is one of 
the least characteristic, (as it may be due to many causes.) It usually 
shows at birth but may not appear for several months. It begins as a hy- 
pertrophy of the mucous membrane, dry congestion, followed by ulceration 
with a profuse mucus, blood-tinged, acrid discharge, which excoriates the 
upper lip. Perforation of the septum is rare but the development of the 
nasal bones is interfered with, with resultant deformity. Restlessness, 
snuffles and inability to nurse are symptoms produced, the last causing 
grave nutritional disorders. 

The skin, through the malnutrition, is very subject to irritation, and 
the syphilitic processes attack these irritated areas by choice. The first 
- skin lesion to appear is the macule, usually in the nose. Then it appears 
on continguous surfaces, as about the genitals and the buttocks, which 
have been irritated by the diapers. Then the flexor surfaces of the thighs, 
the palms and soles, lips and chin; the scalp, arms and legs less frequently, 
and the trunk above the diaper least often. 

Confluence, due to irritation and moisture, is seen in the same places. 


Pemphigus, the earliest, one of the rarest, and the most ominous skin 
lesion of hereditary syphilis, appears before birth or in the first week, 
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sometimes in the second or third week, and chiefly on the palms and soles 
from whence it spreads over the body. 

When it appears before the second week of extra-uterine life, the 
child will die. ' 

Pemphigus neonatorum doesn’t come before the second week, and only 
exceptionally on the palms and soles, and there are no other evidences of 
syphilis, and probably another or other cases. 

Lesions of special regions are, Erosions of the lips, which start as 
eroded mucous papules and quickly become fissured, and changed into 
deep-red, oozing cracks which are painful and which interfere with nurs- 
ing. They usually come at the angle of the mouth and on healing leave as 
reliable stigmata of hereditary syphilis scars which are linear and radiate 
from the lips. 

Onychia and Paronychia. The typical nail is raised in the centre and 
depressed laterally; usually all the nails are affected, and often are under- 
mined by a paronychia. 

Bones. The knee and elbow are most commonly affected with osteo- 
chondritis, causing slight distortion and enlargement at the epiphyseal 
line. . 

Syphilitic Pseudo-paralysis of the new born is rare, and usually af- 
fects the elbow; it may be polyarticular. It is diaenosed by the child’s in- 
ability to move the arm. The child should be held up by its axillas when 
testing, and the part will hang helpless and flaccid. On pinching the mus- 
cles contract but the arm doesn’t move, yet no resistance is offered to pas- 
sive movements. 

Crepitation is sometimes felt, making one think of fracture, and fluc- 
tuation may be gotten also. 

Periostitis affects chiefly the skull; giving, if frontal, the prominent 
brow. Parrot’s Nodes and cranio-tabes are really of rachitic origin. 

It may be well to remember that true rickets comes on usually after 
the 6th month and affects chiefly the legs, that the spleen isn’t as markedly 
large, but that indigestion and enlarged abdomen are common; also, anae- 
mia isn’t so marked as in syphilis. 

Syphilis affects the head chiefly and does have large spleen and usual- 
ly presents itself before the fourth month. 

Dactylitis is more common in hereditary than in acquired syphilis. 

Glands. Lymphadenitis is not typical of hereditary syphilis; though 
marked epitrochlear enlargement is of some diagnostic importance. ‘The 
enlargement of other glands is usually directly attributable to adjacent le- 
sions. 

Syphilis of the testicle is much more common than tuberculosis; in- 
crease in hardness is the only sign we have of its presence. 

Enlargement of the spleen implies the same condition in the liver and 
vice versa, it presents in 30 to 40 per cent. of the cases in the first three 
months. 


Jaundice due to syphilis is rare, and ascites doesn’t appear till a later 
age. 
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Hydrocephalus is fairly common and is due to specific basilar menin- 
gitis usually, and as its appearance due to other causes is accompanied 
with a hopeless prognosis it is well to treat all cases as syphilitic and give 
them the benefit of the doubt as in cases of enlarged liver in adults. 

Eye Lesions are rare at this period. 

Acute otitis media from extension from the throat is common. 

Endocarditis and aortitis are mentioned by some and it is said that 
any valvular heart lesion in a child who gives no history of articular 
rheumatism should be suspicioned as syphilitic and given the benefit of 
treatment. 

Relapses of early childhood occur usually in the first two years, some- 
times for several years later. Of the skin lesions condylomata are the most 
common, being more so than in the first attack. 

Hemiplegia and epilepsy, chorio-retinitis and optic neuritis are com- 
mon. Stridor-thymicus, due to pressure on the trachea by an enlarged 
thymus; paroxysmal hemaglobinuria (suggesting filaria) and anaemia 
pseudo-leukemia infantum, which occurs from the 10th to the 24th month 
of life. 

Rickets is the greatest source of error in tia at this period. 

Late Hereditary Syphilis. 

From the 6th to the 8th year and again at puberty, hereditary syph- 
ilis may relapse. It being uncommon at other times. Lesions after pub 
erty are extremely rare. 

Late hereditary lesions differ from early acquired lesiors in being 
chiefly lesions of the eye, deafness, perforation of the palate and septum 
and diffuse periostitis of the long bones. 

Syphilis fills out the anterior surface of the tibia whereas rickets bends 
the bones anteriorly. 

The chief stigmata of Hereditary Syphilis are Hutchinson’s triad, 
i. e., 

Pegged upper central permanent incisors. 

2. Interstitial Keratitis (or its scar). 

3. Nerve deafness (loss of bone conduction). 

The upper permanent incisors and the six year molars are the teeth 
most frequently affected because they are in process of development dur- 
ing the first three months of extra-uterine life at which time hereditary 
syphilis shows its greatest virulence. 

Hutchinson’s teeth aren’t pathognomonic, and after the age of twenty 
to thirty the bevel edge is worn off. 

Fourniers teeth consist in an erosion of the summit of the six year 
molars. Three quarters of the tooth is normal, the upper quarter being 
atrophied, diminished in all its diameters and separated from the normal 
part by a circular ridge. After five or ten years of use this eroded crown 
wears away leaving a short tooth with a smooth top. 

Internal ear or nerve deafness in children or young persons is almost 
exclusively due to syphilis. It comes on very suddenly without pain or dis- 
charge. 
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A history of miscarriage is obtainable possibly in all families and it is 
well to remember that in syphilis it is almost always the first pregnancy 
that mishaps. 

Hochsinger accepts as pathognomonic, radiating scars over the lips, 
when seen in later years. 

If Gray Powder in dosage of from one to two grains, three times a 
day, produces no effect in two weeks, stop the treatment, as it is probably 
not syphilis, is a diagnostic test used by some. 

Prognosis. Infants usually die from pneumonia, convulsions and di- 
gestive upsets or from marasmus. Pemphigus, viscera] disease and osteo- 
chondritis are bad prognostics. 

Treatment. In infancy mother’s milk is as important as mercury and 
if the mother is treated throughout gestation with mercury the child will 
be borne uninfected. 

The treatment of the child should cover a period of two years and be 
repeated at the time of the second dentition and again at puberty a short 
course. 

Iodide of Potash is useless in the first year. 

When giving the mercury by inunction or the skin method place on 
the band a mixture of one part of the official mercurial ointment with two 
or three parts of vaseline. Stop it for a time if diarrhea or dermatitis 
arise. 

Internally Gray Powder gr. 1-4 to 1-2 with sugar tid and increase 
rapidly to gr. 1 tid. 

For very rapid effect give calomel gr. 1-10 twice a day till bowels be- 
come loose. 

Change diapers frequently, keep clean, and use dusting powders freely. 

Erosions are dusted with calomel and starch one to two. 

Snuffles yield to Nug. Hydrarg. Ammon. in the nose. 

Don’t incise furuncular lesions; if they break, keep them clean. 

In relapses after the second year give Potasii Iodide gros. iii to v tid 
with mercury 1-3 to 1-2 the adult dose. 

Parenchymatous Keratitis is unaffected by syphilitic treatment. 

If with a first child syphilitic the mother is told, she will take treat- 
ment faithfully and there will be a healthy second child. 

Wait for the proof (secondary rash) in all men before starting treat- 
ment and then they will keep up their treatment and so not infect the wo- 
men. 


NEPHRITIS.* 


(By B. W. Hunter, M. D., Charleston, S. C.) 


By the term Bright’s Disease, I will include several distinct forms of 


*Read “at the meeting of the South Carolina Medical Association, held at Summer- 
ville. S C., April, 1909. 
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inflammation of the kidneys, and other renal diseases. 

Like Tyson, we will not exclude from the catagory any affection of 
the kidney attended by dropsy, tube casts and albuminuria either appear- 
ing together or in close relation to each other. 

Rokitansky included lardaceous Disease. 

Reinhardt & Frericks suggested the unity of Bright’s disease in class- 
ing the different forms as stages. 

First, Hyperemia; second, Exudation with faulty degeneration of 
epithelium, and third, new growth of connective tissue with resulting 
atrophy of the kidney. Even the cyanotic kidney from Valvular Heart dis- 
ease were included, as Casts were present. 

There are three conditions of Bright’s disease: one, a parenchymatous 
nephritis, which originates in the Tubules. Second an Interstitial Nephri- 
tis originatting in the Inter Tubular Tissue; and third an Amyloid degen- 
eration originating in the blood vessels. 

What some would call parenchymatous nephritis others would call 
diffuse nephritis, becayse the Tubules and their epithelia are the main seat 
of the diesease, but the stages of Hyperemia Exudation and Atrophy jus- 
tify Frericks divisions. 

The definition and synonym of Tyson condense our knowledge of 
Bright’s disease, and I will use them here. 

Parenchymatous Nephritis is an acute inflammation of the kidney, in 
which the epithelia of the Tubles is the primary and principal seat of in- 
flammation—also called acute’ nephritis, acute Tubal nephritis, acute 
Bright’s disease, acute catarrhal nephritis, albuminous nephritis, hemor- 
rhagic nephritis, acute albuminuria, acute renal dropsy. 

Chronic Parenchymatous nephritis is a chronic Hyperplastic process 
in the kidney, which has its essential and principal seat in the epithelia of 
the Tubules, but in which interstitial changes of the nature of nuclear pro- 
liferation are more or less constantly present. 

Chronic Parenchymatous nephritis is also known as chronic Tubal, 
chronic catarrhal diffuse nephritis, and large white kidney. 

Lardaceous disease is that form of chronic Bright’s in which the tis- 
sue elements of the kidney are more or less infiltrated with a peculiar al- 
‘ buminoid substance, resembling melted wax or boiled starch, but which is 
best recognized by its striking a deep mahogany red with a solution of 
Iodine. 

Synonyms are, Amyloid disease, waxy kidney, albuminoid disease. 

Interstitial Nephritis is a slow inflammatory process seated in the in- 
terstitial tissue, which becoming abnormally increased, contracts and de- 
stroys the tubular elements of the kidney, thereby reducing its size, and 
producing conditions more or less covered by the following synonyms: 
Contracted kidney, renal cirrhosis, cirrhotic kidney, granular kidney, gran- 
ular degeneration, rena] sclerosis, red granular kidney. 

Suppurative interstitial nephritis is that form of nephritis which re- 
sults in formation of abscesses, sometimes called pyelo-nephritis, surgical 
kidney, etc. 
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In cyanotic induration we have a peculiar indurated condition of the 
kidney, due to a simple hyperplasia of its interstitial tissue which results 
from long continued passive congestion, otherwise called passive congested 
kidney. 

This condition shows that simple engorgement of the kidney is not a 
prime factor, as destruction of tubular epithelium and other pathological 
conditions are characteristic of some other form of kidney disease. 

An examination of the urine gives a high specific gravity filled with 
urates and large uric acid sediment. 

It is a mistake to suppose that Bright’s disease is simply a disease of 
the kidney, no more, no less. 

In the last decade we have discovered a much more comprehensive 
condition. ; 

In the attempt to give recognition to anatomical, chemical and etiolo- 
gical findings, the amount of literature has only tended to confuse the 
mind of most of us, and tended to delay the recognition and minimize the 
importance of extra renal symptoms. 

For the purpose of this paper, I will do as some others have done be- 
fore me, make the classification of parenchymatous and interstitial neph- 
ritis acute and chronic. 


Dr. A. B. Conklin says: 
The term Bright’s disease though palpably inadequate, as heretofore 
applied, no longer expresses our conception of certain co-related processes, 


may still be used, by sufferance at least, for want of a more acceptable 
term to cover. The more than incidental association of nephritis with well 
defined cardiovascular changes and resultant cerebral lesions. 

Although the structural changes occurring in heart and blood vessels 
are found more often in the chronic cases, due to the time it takes for these 
formations, we find in the acute cases the same increased blood pressure 
which leads to the changes above mentioned. 

The various forms of arterial degeneration are the outcome of long 
continued high blood pressure. 

We find the heart Hypertrophied, accentuation of the aortic second 
sound, displacement of the apex impulse to the left, and often dilation 
with broken compensation, mitral systolic murmur from relative insuffi- 
ciency dyspnoea, palpatation, ofttimes dropsy, and endo-por peri-carditis. 

The structural changes in the vessels are arterio sclerosis, atheroma, 
miliary aneurism in the brain, embolism, thrombosis, degeneration of coro- 
nary arteries with myocarditis. : 

Degeneration of cerebral arteries with apoplexy, ringing in the ears, 
pulsation in the head, amurosis, timblyopia, etc. What are the causes of 
this degeneration? Long continued high blood pressure, the pathogno- 
monic sign of which is short, sharp clicks upon closure of the aortic valve. 

Valvular disease of the heart may lead to nephritis through disturb- 
ing the circulation in the kidney—but most often the kidney disease pre- 
ceeds the heart disease. We know that the degenerative changes found in 
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the renal arteries, are but a part of a general primary vascular hyperten- 
sion with arterio schlerosis in chronic cases. 

In the matter of diagnosis, prognosis and treatment, we had best trust 
more to the information derived from an estimate of the circulation than 
from urinary analysis. 

The most reliable data about the urine, are those most quickly obtain- 
ed, the 24 hours quantity, the specific gravity, and the color. 

In other words data that enable us to estimate the functional activity 
of the kidney. So long as the functional activity of the kidney is normal, 
the presence of albumen and casts neither justifies the diagnosis of 
Bright’s disease, nor implies an unfavorable diagnosis. 

It is good judgment to emphasize the value of arterial tension. In the 
diagnosis of chronic interstitial puncte in the early stages, when hich 
arterial tension is one of the first s ptoms and one that remains constant 
throughout the whole course of the aidectine. it serves to diagnose chronic 
interstitial nephritis from extra renal albuminuria and otl:er conditions 
that may be mistaken for nephritis. 

Osler says: Of all indications, that offered by the pulse is most im- 
portant. He claims that renal seminars as proved by the prese ce of 
albumen and casts, is much more common in adult, quite apart from 
Bright’s disease or any-obvious source of renal irritation than is generally 
supposed. Though it cannot be regarded as yet, as absolutely proved, it is 


highly probable that joint trace of albumen and hyaline casts and finely 
granular casts of sneall diameter sre often, especially in those past 50 
years of age, of little or no practical importance. 


Cabot, a credited authority on the subject, says the attempt to establish 
the anatomical condition of the kidney by measurement of albumen and 
the search for casts, is fallacious in the extreme. 

How often do we find a chronic nephritis in apparent health when an 
examination for life insurance reveals a state of. health hitherto unsus- 
pected. And yet we know that heavy heart action and arterial hyperten- 
sion has long existed and preceeded the nephritic changes. 

Often the oceulist discovers an albuminuric retinitis, the first recog- 
nized evidence of chronic nephritis. 

Many able men claim that the high blood pressure is due to a form vf 
auto-intoxication. ; 

Osler, says diatetic influences are at work in many cases; others, that 
an excessive use of meat is injurious, as it increases the material out of 
which uric acid is formed. 

Emerson, in reporting the study of 1,000 cases of nephritis in John’s 
Hopkins Hospital, mentions the common occurance of uric acid casts and 
casts of all kinds incrusted with urates. 

In many cases the disease is directly attributable to a certain auto- 
genous and exogenous intoxication, of which the most important are: al- 
cohol, lead and uric acid, and the metabolic products associated with gout. 

Seven of Emerson’s cases reported from John’s Hopkins proved to be 
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extreme passive congestion of the kidney, mostly from heart trouble, in 
which a clinical diagnosis of nephritis had been made. 

In eight cases a microscopical study of kidney tissue exhibited no evi- 
dence of nephritis. 

With experiences like these and many other disturbing facts says 
Metzler, we cannot wonder that a spirit of distrust is gradually pervading 
the medical literature both here and abroad against the reliance upon uri- 
nary examinations, especially against the over estimation of the diagnostic 
value of albumen and casts. 

This paper could be drawn out indefinitely, citing authorities of note 
as to the value or non-valué of urinary findings, but in all the cases that I 
have treated and finally lost I have always found high blood pressure. I 
recall two recent cases. In one the albumen and casts were misleading as 
to the serious condition of the patient. The other was truly alarming, if 
we prognosed by the amount of casts and albumen found, and yet this case 
lived months longer than the former. In both of them high tension was 
present all the time. Eliminative treatment was effectual to a great ex- 
tent in one, and apparently negative in the other, and I am sure that the 
life of the former case was prolonged at least two years by the success of 
the treatment, combined with a diet strictly adhered to. 

I avoid all drugs which increase the blood pressure and try to give 
those which would flush the emunctories with the least irritation to the 
kidneys. 


THE DIAGNOSIS OF TYPHOID FEVER.* 


(By D. B. Frontis, M. D., Ridge Springs, S. C.) 


There is certainly no disease of such frequency and of such grave im- 
port, in which an early positive diagnosis is so difficult to make. The im- 
portance to the physician to settle this matter in his own mind, in order 
that he may direct his treatment more intelligently, take proper steps to 
prevent spread of the infection, and satisfy the apprehensions of relatives 
and friends has been felt by very practitioner. 

Malaise. We will first consider the clinical picture. Usually there is 
a history of malaise of from five to fourteen days duration, with imparied 
appetite, loss of energy, headache, aching in lower limbs, occasionally in 
back, loss of or restlessness in sleep. Less commonly the onset of the dis- 
ease is sudden with repeated chilliness, sometimes a pronounced chill fol- 
lowed by moderate fev er. In a fair per cent of cases, the initial chill is 
followed by high fever, which gradually declines for two or three days, 
then advances day by day giving the temperature curve that is classical 
of typhoid. 

Tongue. The appearance of the tongue at first is sticky, moist, with 
a grey, greyish yellow, or greyish brown coating. Towards close of first week 


*Read before the meeting of the Third Councilor District Medical Asgociation, held 
at Greenwood, S. C., November, 1909. 
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tongue becomes dryer with red edge on margin. Gradually the coating on 
dorsum disappears until entire tongue looks red with papillae very promi- 
nent. A sharp pointed tip, accompanied by tremor when protruded is very 
suggestive. 

Secretiohs. Bowels are usually constipated. Text books of ten te 
twenty-five years ago invariably spoke of early diarrhoea, but later writers 
assert that constipation is more usual, and this has certainly been the ob- 
servation of the writer. Not before middle of second week do the bowels 
show tendency to laxness, except under medication. When loose, stools 
are of an ochre-yellow color with disposition to separate into two layers, 
semi-solids and liquids. Urine at first high colored and scanty, but more 
copious in second week. Skin is dry, and on palms yellowish. There is in- 
crease of bronchial secretion with slight cough, disappearing in second 
week. There is slight tonsilitis and praringitis, but not sufficient to cause 
noticeable discomfort. Nasal mucous membrane swollen and red very 
early in attack and often accompanied with epistaxis. This is a very valu- 
able sign of typhoid, especially when recurrent, and it usually occurs early. 

Palpation. Palpation usually shows tenderness in ileoceal region. 
Gurgling is often present here but may be misleading as it is almost always 
present after taking salines. Tympanites may be evident at close of first 
week and is usually a marked sign in the second week in grave cases. In 
latter part of first and early in second week the spleen may be found en- 
iarged. Some writers give this a very prominent place in the symptomat- 
ology but the enlargement is much less than in profound malaria. In dif- 
ferentiating, the spleen in malaria is generally larger and hard to the 
touch, while in typhoid enlargement is slight, and soft or spongy to the 
touch. 

Mental Condition. The mental condition in a typical case of ty- 
phoid is very marked. The patient is listless and apathetic, usually pre- 
ferring to be left alone. Occasionally the patient is very nervous and rest- 
less but even then there is a certain amount of mental apathy. Rarely 
there may be transient acute mania. Slowness in the formation and ex- 
pression of ideas is often very marked.. The writer has repeatedly made a 
diagnosis of typhoid from this symptom, when other symptoms were not 
sufficiently pronounced to justify it. Coincident with this mental condi- 
tion is the slowness with which voluntary movements are made, such as 
extrusion of the tongue or any movement of hand, arm or limb when re- 
quested. These are valuable points when drug narcosis and meningitis are 
excluded. 

Rose Spots. During latter part of last week to middle of sec- 
ond an eruption of peculiar small rose spots appear on abdomen, back and 
chest. This eruption is pale,red to bright pink in color, rounded discreet 
and slightly raised above surface. On pressure the color disappears but 
redevelops when pressure is removed. The number of these rose spots may 
be less than half a dozen or may be numerous. They occur in from 80 to 
90 per cent of cases. Some recent writers deny their specific relation w 
typhoid, nevertheless they remain an important sign. 
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Pulse. At first the pulse is apt to be slow, not in proportion to tempera- 
pulse is apt to be slow, not in proportion to temperature. It is often di- 
ture. It is often dicrotic. Andrews finds this so frequent that he empha- 
sizes it as a dagnostic point. In the writer’s experience it has not been com- 
mon. Later in the disease the pulse becomes weak and rapid. 

Temperature. The peculiar temperature curve in typhoid is very 
marked. A gradual rise from day to day to end of second week, then in 
favorable cases declining by lysis. Afternoon temperature one and a half 
to two degrees higher than early morning. Practically as we meet typhoid 
here there are so many veriations in the typhoid curve to the middle of 
second week, that we must beware of excluding the disease from lack of it. 

Hemorrhage. A hemorrhage may occur toward close of first week 
and is usually diagnostic. 

Perforation. Perforation usually occurs so late in disease as not to 
be a factor in diagnosis, but the writer had a case when this developed 
on third day after taking to bed and the fourth day after the first known 
presence of fever. 

Negative Symptoms. The absence of certain symptoms help ma- 
terially in making an early diagnosis of typhoid. For example there may 
be nausea but rarely vomiting. Profuse perspiration is never present in 
early stage of typhoid unless produced by medication. Herpes labialis. 
ecoryza, conjunctivitis, and jaundice are absent. With us typhoid must be 
differentiated from malaria, tuberculosis, the febriculea, and septiceamia. 

Laboratory Diagnosis. The Widal reaction is now universally 
recognized as a reliable diagnosis test of typhoid, positive reaction is con- 
sidered diagnostic but negative of little value. When negative, test should 
be repeated until doubt is removed. This test is now supplied in a practi- 
cal form by manufacturers of biological products and reliable results can 
be gotten by any physician who is painstaking and accurate. Thanks to 
the wisdom and philanthropy of our State Board of Health, this test will 
be made gratis for any physician of the State who will send blood smears 
to our State Bacteriologist, Dr. Coward, of Columbia. 

Another most valuable laboratory method is to make cultvres of B. 
Typhosus from the blood of the patient, but the technique is complicated 
and need only be used in the more obscure cases. A leukocyte count may 
be of use in some cases as leukocytosis is never present in uncomplicated 
typhoid. No attempt has been made in this paper to cover the entire 
ground but only to touch what the writer conceives to be the salient points 
in the diagnosis of typhoid. Laboratory diagnosis when carried out under 
perfect technique gives the most reliable results. 

In conclusion, the diagnosis of typhoid will rest on the care of tie 
physician in making a minute and painstaking examination of the pa- 
tient, including inquiry as to possibility of infection from known sources, 
and the ability to sift the history. The diagnosis can rarely be made from 
one symptom but from the general ensemble, carefully considered. When 
this can be supplemented by a laboratory test it should be rare that a 
positive diagnosis should fail to be made by beginning of second week. 
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PREVENTION OF TYPHOID FEVER.* 


(John Lyon, M. D., Greenwood, S. C.) 


We are accustomed to speak of typhoid fever as a water-borne dis- 
ease, forgetting that the actual source is in man and that water only car- 
ries the infection from one host to another. We all know this to be a fact, 
yet how indifferently have we carried it into actual practice. We have 
very properly taught the layman that the infection of scarlet fever, diph- 
theria or smallpox may contaminate clothing, bedding, etc., and later be- 
come a source of contagion. Compare this with our attitude in typhoid 
fever. Not one typhoid fever patient in a hundred knows that he con- 
tracted the disease by swallowing the excreta of some other typhoid fever 
case. 

I believe that when the general public and I may add the physician, 
realizes. the great importance of killing every typhoid bacillus as it leaves 
its host, we will have accomplished a great deal in the prevertion of ty- 
phoid fever. Indeed, until this fact is properly appreciated by the-medical 
profession and public generally the prevention of this disease is more or 
less hopeless. 

The management of a case of typhoid fever should be sirnilar to that 
of the more infectious diseases. Every case should be isolated and the 
room prepared as for smallpox or scarlet fever. All unnecessary articles 
of furniture should be removed, separate eating and drinking utensils 
povided and the family and visitors kept out of the room. Typhoid fever 
is frequently referred to as a rural disease. Many of us who do country 
practice have seen it spread from one family to another without beine ab's 
to explain the contagion by the presence of infected water. A sick-room 
crowded with visitors, all of whom come more or less in intimate contact 
with the patient, is a familiar scene. I believe this contact of the well ner- 
son with the patient, more than anything else, is responsible for the spread 
of the disease in the country. 

When the patient is not able to hire a good nurse, the physician should 
select from the neighbors and family a limited number to act as nurses 
and they should be thoroughly taught the sources of contagion and their 
proper disinfection. 

- Tt would seem unnecessary to caution the physician against carrying 
the infection. Yet a lazy, careless physician may be a distributing agent. 

It is, above everything else, most important that the nurse should 
understand the sources of infection and how to disinfect them. The urine, 
sputum and vomitus should be as thoroughly disinfected as the stools. The 
most effective method of disinfection is by boiling or burning, but in ordi- 
nary practice this is difficult to accomplish and we must rely upon chem- 
ical disinfectants. Bichloride of mercury is unreliable, especially so for 


“Real before the meeting of the Third Councilor District Medical Association, held 
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the faeces, and should not be depended upon. Milk of lime is said to be 
effective but is difficult to make and keep fresh. The ordinary commercial 
lime is more or less useless. Carbolic acid in a one to twenty solution is 
effective if used in sufficient quantity. A solution of cresol, similar to creo- 
hin, has the advantage of being cheap and is probably better than carbolic 
acid. It’s cost is about 80 cents to $1.00 per gallon when bought by the 
barre]. Every board of health should keep a supply of this on hand for 
free distribution. The fact that it is free greatly encourages its use. 

About two ounces of this cresol solution to one gallon of water should 
be used and two parts of this solution to one part of faeces or urine. It 
should be thoroughly mixed and all foecal masses broken up and allowed to 
stand for three or four hours. The administration of 15 grains of uro- 
tropin three times a day for two days in each week is said to be of value in 
preventing the occurrence of bacilli in the urine. 

The clothing and bed linen necessarily becomes more or less contami- 
nated and should be allowed to soak in this solution for several hours or 
better boiled. Bed pans, syringes, thermometers, etc., should be carefully 
disinfected. The bath water should be disinfected by using the cresol so- 
lution. 

Every precaution should be taken against flies getting into the room. 

Disinfection should be kept up till the patient is well and the room 
disinfected as in other infectious diseases. 

Owing to the fact that proper disinfection and isolation has been neg- 
lected the whole country is more or less infected. There are also a certain 
number of mild cases of typhoid fever which are not recognized and a 
small per cent of all cases are bacilli carriers for a considerable time after 
they have recovered from the disease. We may hope for a law, some day, 
which will give a supervision of all bacilli carriers. He should certainly be 
restricted from employment on milk farms, in bakeries, groceries, hotels, 
restaurants, etc. 

There is some evidence that household insects may transmit typhoid 
fever but the greatest danger is generally conceded to be from contact, 
food and flies. 

The danger from contact can be avoided by isolation. 

Of the foods which transmit the disease, water and milk are the prin- 
cipal ones. Butter, ice, oysters, fruit and vegetables also may carry the 
infection. 

The efficacy of a properly constructed filtration system, provided it 
is in charge of a competent bacteriologist, cannot be denied. However, 
the practice of using infected water, ee upon filtration to purify it, 
is more or less unsafe. 

Every town or city should make an effort to get a clean water supply 
and it should be patrolled sufficiently to prevent infection. 

In the country and small towns the water supply comes from wells 
which may become infected by surface drainage or by drawing the bucket 
with a rope or chain, the hands being practically washed in the well. The 
practice of building a dairy by the side of the well, which frequently be- 
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comes infested with rats also adds to the danger of infection. The inevit- 
ably filthy hog pen may contaminate the well by surface drainage but I be- 
lieve the greatest danger in the hog pen is from flies. The hog pen seems 
to furnish an ideal culture medium for the typhoid bacillus. 

Milk is usually infected by water or flies and becomes more dangerous 
owing to the fact that the bacilli multiply and flourish in it. Fruit, veg- 
etables, etc., are infected in the same manner. Vegetables may also be- 
come infected by using human excreta as a fertilizer. 

The house fly is an important factor in disseminating the typhoid bac- 
illi. The sad experience of the United States army in the Spanish-Amer- 
can war should convince anyone of this fact. Their breeding places should 
be restricted as much as possible and where privies are used they should 
be so constructed as to prevent flies from feeding upon the excreta. They 
may be kept out of the house in a measure by the use of screens, fly-paper, 
etc. 

There is another prophylactic measure which gives some hope of suc- 
cess and that is specific inoculation or vaccination. The following results 
were obtained by Wright in the British army; of 1758 inoculated 8 per 
cent. died, of 10,980 uninoculated 16 per cent. died. The only disadvantage 
of the procedure seems to be that jnoculation is followed by a short period 
of hypersusceptibility to infection. Increased immunity seems to last from 
one é0 three years. This promises to be of value in military service and 
may also be of value in civil! life in the presence of an epidemic, where the 
carriers of infection cannot be found or eliminated. 

In conclusion I wish to emphasize the fact that the problem of effec- 
tively guarding against every carrier of typhoid bacilli is an immense one 
and more or less hopeless. But we can accomplish a great deal by isola- 
tion and thorough disinfection. 


TEMPERATURE IN TYPHOID FEVER.* 


(By G. A. Neuffer, M. D., Abbeville, S. C.) 


Ist. Peculiarities of temperature; 

2nd. Indications derived from temperature; 

3rd. Treatment of temperature. 

First. Hyperpyrexia—temperature above 106 is not very common in 
typhoid, except just before death when the thermometer has been known 
to register 109.5 When the temperature rises above 105. Hyperpyrexia 
exists. : 

Apyretic-Typhoid without temperature claimed to exist by some au- 
thorities. Anders says they occur, but are of great rarity. Osler has no 
personal knowledge of such cases. 


*Read before the meeting of the Third Councilor District Medical Association, held 
at Greenwood, S. C., November, 1909. 
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In the onset we have the step-like temperature, in other words during 
the stage of development (the first four or five days) the temperature 
usually rises in “step-ladder” fashion. The evening exacerbation is on 
each day from a degree and a half to two degrees higher than on the pre- 
ceeding day and the same is true of the morning remissions. The morning 
remissions are from one half to one degree lower than the preceeding even- 
ing registers. When the fastigium is reached, which is usually about the 
end of the first week, the evening temperature may be 103 to 105, and is 
usually thus maintained with very slight morning remissions. 


The tide-like character of the fever curve seen in the initial period is 
sometimes absent, occasionally we have an inverse curve, the morning tem- 
perature being higher than the evening. In ordinary cases the maximum 
temperature occurs between three and six o’clock in the afternoon, and the 
minimum between four and eight in the morning. In typhoid cases the 
end of the fastigium marks the beginning of the last stage (that of defer- 
vescence) and during this period the temperature falls by lysis. In favor- 
able cases this begins about the twenty-first day of the disease. The de- 
cline is like the ascent by degrees, and we have a more or less regular step- 
like line of descent. Sometimes the temperature continues to the fourth, or 
sixth, or even the eighth week before defervescence begins. From this 
general rule there are two notable exceptions. 1st. From the beginning 
of the period of defervescence the morning remission may strike the ner- 
mal point, while the evening exacerbations become less and less marked 
until they also touch normal. 2nd. In comparatively rare instances the 
morning: temperature shows a deeper remission on each successive day, 
while the evening temperature remains high for several days, when it also 
declines. In the severe and protracted forms of typhoid fever there occurs 
between the second stage (fastigium) and the third stage (defervescence) 
another, to which Wunderlich has given the name of the “ambiguous 
period.” This lasts from a few days to a week or more, and is character- 
ized by a striking diurnal range of temperature, with marked irregulari- 
ties. It is probable that it is sometimes produced by an auto-intoxication. 
A sudden elevation of temperature is seen in those cases that begin with 
a severe rigor. 


There is also a class of cases in which throughout the greater part of 
their course, the temperature is distinctly intermittent or remittent, and 
careful blood examination fails to disclose the plasmodium malarial. The 
same characteristic marks the temperature-curve in those rare instances 
of typhoid fever which occur in subjects previously infected with malaria. 
These two classes of cases run a favorable course as a rule. 


Post-typhoid Elevation of Temperature. After both the evening and 
morning temperatures have become normal, fresh temporary elevations 
frequently appear. They are as a rule unassociated with any other symp- 
toms, and at the end of a few days the temperature falls rapidly to nor- 
mal. These are called recrudescences and are to be distinguished from 
true typhoid relapses. They are probably produced in various ways—by 
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errors in diet, constipation, mental emotion, excitement, and in some cases 
the fever seems to be really a nervous phenomena. 

Certain local sequelae may cause post-typhoid temperature, such as ab- 
scess, periostitis, etc. 

Rarely during convalescence a sudden and marked elevation of tem- 
perature, accompanied or not by rigor, occurs, but it is usually of short du- 
ration and seldom is of serious import. 

Another physician in consultation with the writer, held the opinion 
that chills in a typhoid fever patient meant that the case always ended 
fatally, but my experience proves this to be a mistake. 

Second. Indications derived from the temperature. When the temper- 
ature in a case of typhoid fever, runs the typical course, going up as the 
fastigium is reached in the classic step-ladder manner, and never going 
higher than 102 Fahrenheit; we will be safe in giving a favorable prog- 
nosis, for nearly all such cas¢s under proper care recover. Any irregularity 
in the temperature, or a sudden rise as well as an abrupt fall, demand our 
immediate attention and most careful study; so as to find and remove the 
cause. 

When a sudden deep drop in the temperature occurs, it may indicate 
one of several conditions. Intestinal hemorrhage almost invariably ‘pro- 
duces a sudden and sometimes a great fall of temperature, sometimes as 
much as ten degrees (Osler) and hence a decline of this nature during the 
latter part of the second and the third week of the disease suggests that 
hemorrhage has probably taken place. The occurrence of peritonitis is 
marked by a sudden and considerable fall of temperature. In the female, 
abortion or premature delivery occurring in the course of typhoid fever 
produces a decided lowering of the temperature. 

Collapse of the circulation sometimes occurs with a notable remission 
of temperature—an ominous association of events. 

Perforation of the intestine is very often first indicated by, a sudden 
and decided drop in temperature, with an acute pain in the abdomen quick- 
ly followed by symptoms of collapse, and the fact that diffuse peritonitis 
following perforation, may develop insidiously must be recollected. 

In some cases during convalescence a sub-normal temperature for the 
entire twenty-four hours may persist for days. This is of no importance 
save that it indicates that the patient is feeble and needs good feeding and 
fresh air. The stage of defervescence is sometimes much prolonged, 
though most frequently there is simply a slight evening elevation, the 
morning temperature being normal. The causes of retarded decline are 
for most part obscure. Many of them are probably due to a mild ~rade of 
auto-intoxication, sometimes suppuration in the mesenteric glands, slug- 
gish typhoid ulcers, which refuse to heal promptly, and are due to the now 
well known post-typhoid anemia are also some of the causes of the slow de- 
cline of the temperature. 

A sudden and unexpected rise in the temperature leads us to look for 
an inflammatory process somewhere, and I would suggest that under the 
circumstances the chest be given a thorough examination; for pneumonia 
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is a more frequent complication of typhoid fever than is generally thought, 
and it is a very fatal one. 

Some of the other local inflammations which give rise to otherwise 
unexplained high temperature are abscesses in any part of the body, peri- 
ostitis, orchitis and parotitis. 

Third. Treatment of temperature. As long as the temperature in a 
case of typhoid fever does not exceed 102 degrees Fahrenheit, no especial 
antipyretic treatment is indicated. This idea is based on the conception 
that, fever is a salutary reaction on the part of the organism, but that like 
all such processes in nature, the reaction may be excessive and overshoot 
the mark. It is the physician’s task therefore to watch over the fever, do- 
ing nothing if all is going well, but ready at any moment to intervene to 
keep the salutary reaction within due bounds. This means that if the tem- 
perature remains persistently above 102 degrees Fahrenheit, we must for 
the good of our patient adopt such antipyretic measures as will best con- 
trol the temperature with the least risk of danger to our patient. 

The use of: tepid, cool and cold water I believe to be the most efficient. 
as well as the safest means of controling the temperature. There are va- 
rious methods of applying cold water to typhoid fever patients—the Brand 
method is the one usually adopted in hospitals; in this method when the 
temperature goes above 102 F. the patient is lifted into a bath tub with the 
water at 70 F. and kept there for 15 minutes, he is removed to his bed, 
gently wiped off and covered with a blanket. If reaction is retarded he is 
given about one ounce of whiskey, and gentle friction applied to the back 
and extremities. When the cold baths are badly borne, or are unproduc- 
tive of good, warm baths are substituted, that is the temperature of the 
water is raised. Other methods of applying water are to rub the patient 
with tepid, cool, cold or ice water, or rub with ice, according to the resist- 
ance shown by the temperature. 

The use of water to control the temperature has this drawback, in 
that it requires a nurse or some one of intelligence and persistency to use 
it to advantage in typhoid fever cases, and in the great majority of our 
cases we are unable to secure a suitable person to carry out our hydrothe- 
rapy. Then we of necessity must have recourse to. the much abused but 
ever useful “fever powders” or coal tar preparations, and right here I 
would like to have a hand primary of this convention, and let every one 
who can say that he has never given a dose of a coal tar derivative hold up 
his hand. (Of 32 present, only one hand up). Of these preparations I 
only use three, and consider them safe and efficient in the order named: 
Phenacetine, Actetanilid, (preferably the compound) and Antifebrin. 

In using “fever powders” I can say that personally I have never seen 
or had in my practice any bad results from their use; very rarely I have 
seen them produce cyanosis in patients who I believe have an idiosyncracy 
against them. I would advise their use in moderate doses, repeated as 
found necessary from 2 1-2 to 5 gers. to an adult. 


I will close this paper with a digression, and make this statement, 
that the rarity of convulsions or spasms in children these days is due to 
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the fact that mothers have learned how to use “fever powders.” I append 
the report of an investigation made as to the use of coal tar derivatives: 

The investigation was conducted along two lines: (1) An inquiry was 
addressed to physicians in the United States with regard to their personal 
experience with these drugs in the practice of their profession. Nearly a 
thousand circular letters, each containing eighteen questions, were sent 
out, and 400 replies were received. (2) A study was made of the cases of 
poisoning recorded in medical literature. 
that persons poisoned by acetanilid from 1884 to 1907 were 297; Seathe, 
13; habitual use, 32. Antipyrin poisoning, 488; deaths, 170. Phenacetin 

Result of Investigation. The results obtained in this investigation show 
poisoning, 70; deaths, 3; habitual use, 1. 

Cases reported by four hundred physicians, 1908. 

Acetanilid poisoning, 614; deaths, 17; habitual use, 112. Antipyrin 
poisoning, 105; deaths, 5; habitual use, 7. Phenacetin poisoning 95; 
deaths, 7; habitual use, 17. 

Thirty per cent. of the physicians stated that they use acetanilid fre- 
quently or moderately ; 28 per cent. do not use it at all, and 25 per cent. use 
it rarely. Thirty-six per cent. use phenacetin frequently or moderately, 23 
per cent do not use it, and 21 per cent use it rarely. Only 5 per cent. use 
antipyrin frequently or moderately, 52 per cent. do not use it, and 25 per 
cent. use it rarely. 


ANTISEPTIC AND ELIMINATIVE TREATMENT OF TYPHOID 
FEVER.* 


(By Dr. W. G. Houseal, Newberry, S. C.) 


Typhoid fever is caused by the bacillus typhosus, also called the ba- 
cillus of Eberth. Almost invariably the bacillus gains access to the body 
through the mouth, stomach and intestines, sometimes by inhalation of 
dust through the lungs. The primary and most evident lesions are found 
in the intestines, in Peyer’s patches and the solitary glands. Impressed 
by this method of access to the body and with the intestinal lesions, inves- 
tigators have made laudable efforts to destroy the typhoid bacilli and their 
toxic products in the intestinal canal. It is also designed by this treatment 
to arrest fermentation and decomposition of intestinal contents and check 
the activity of the ordinary harmless bacteria always found in the intes- 
tines in health, which become virulent in consequence of the presence of 
typhoid bacilli. 

The bacilli of typhoid fever cannot be destroyed by antiseptic rem- 
edies. They are not found chiefly in the intestines, often not being found 
there until the second week of the disease. They are found in the blood as 


*Read before the meeting of the Third Councilor District Medical Association, held 
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early as the fourth day and multiply in the intestinal walls, in the spleen, 
in the mesenteric glands and even in the marrow of the bones—in fact in 
every organ of the body. 

Many antiseptic remedies have been used and many observers report 
benefit from their use. Among many remedies suggested, the following 
may be mentioned: Acetozone, beta-napthol, thymol, carbolic acid and tr. 
iodine, chlorine water, sulpho carbolate of zinc, salol, calomel, turpentine 
and resorcin. 

Acetozone, thirty grains is dissolved in one-half gallon of water, flav- 
ored with some one of the volatile oils, this quantity to be given to the pa- 
tient in one to two days. This has been much used and favorably reported 
upon. ; 

Beta-napthol-is regarded as a powerful germicide. Bouchard combined 
salicylate of bismuth with it in diarrhoea and salicylate of magnesia in 
constipation. It is given in doses of 5 to 10 grains t. i. d., in capsules or 
tablets. Under the use of this drug favorable results have been noted. 
Foul stools lose their offensive odor, tympanites is lessened, convalescence 
is more rapidly established and tendency to complications is lessened. 

Thymol is regarded as an efficient antiseptic, and is given in daily 
doses of 20 to 40 grains. 

Carbolic acid and tr. iodine, one part of the former to two of the lat- 
ter has been often used. The dose is from one to three drops in water 
every three to six hours. This combination cannot exert much effect upon 
the intestinal canal because it is rapidly absorbed from the stomach. It 
has a sedative effect upon the gastric mucous membrane and is very use- 
ful in cases in which nausea and vomiting are present. 

Chlorine water in recent years has been strongly advocated by Bur- 
ney Yeo. The chloric water is made as follows: ‘“‘Into a twelve ounce bottle 
put thirty grains of powdered chlorate of potash and pour on it forty min- 
ims of strong hydro chloric acid. Chlorine gas is at once rapidiy liberated. 
Fit a cork into the mouth of the bottle and keep it closed until it has be- 
come filled with the greenish yellow gas. Then pour water into the bottle 
little by little, closing the bottlé well and shaking with each addition, until! 
the bottle is filled.” To twelve ounces of this solution Yeo added 24 to 30 
grains of quinine and an ounce of syrup of orange peel. The dose is one 
ounce every three or four hours according to the severity of the case 
Under this treatment, Yeo claims the odor of evacuations subsides in 24 
hours, also that temperature is lessened, the duration of the disease short- 
ened, the power of assimulating fpod increased and physicial strength 
maintained. 

Brannan, of New York, says this treatment exerts a favorable in- 
fluence upon the disease but the results are not so far reaching as Yeo 
claims. 

Another antiseptic is sulpho-carbolate of zinc, or sulpho-carbolates of 
zinc, lime and soda, given in pill form three or four times a day, and exerts 
a favorable influence. 

Anders, of Philadelphia, employs salol exclusively, he says with uni- 
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formly good results—“nothing in his hands controling. meteorism so well.” 
The dose is two to three grains, in capsules, every three hours. Anders 
usually combines quinine with it in doses of one to two grains. 

Calomel is one of the most efficient drugs employed in typhoid fever 
for its antiseptic and eliminative effects. It is given very generally in the 
beginning of the disease, and some have employed it in small doses 
throughout the disease. 

Turpentine is an old time remedy for antisepsis. It is best given in 
emulsion, in a dose of 10 to 20 drops, three or four times a day. Hare 
says he prefers this drug for intestinal antisepsis. It prevents tympanites, 
and is the best drug for its relief, at the same time it is given internally 
it is used externally in the form of turpentine stupes. It is also one of the 
best drugs for the prevention and relief of intestinal hemorrhage. 

Resorcin. Dr. William I. Messick, of Baltimore, says that in an ex- 
perience of fourteen years he has never had a case of typhoid fever with 
continued frequent fecal movements. When he recognizes that he is deal- 
ing with typhoid fever with frequent stools, he puts his patients upon re- 
sorcin, 5 grain doses every four hours, and in a few days the patient is 
constipated. Dr. Nathan Winslow, of Baltimore, has used the remedy for 
diarrhoea in typhoid fever and finds that it does the work. Resorcin con- 
trols diarrhoea by inhibiting fermentation of the contents of the intestinal 
canal. 

Antiseptic treatment combined with eliminative treatment have for 
their effect not only the destruction of the bacilli and their toxins in the 
intestinal canal, if this be possible, but also the prevention of fermenta- 
tion, decomposition and auto-intoxication by antisepsis and the prompt re- 
moval from the bowel of toxic products. 

The removal of such products is effected by thorough drainage of the 
intestinal canal by purgatives, laxitives and enemata. Along with this 
treatment it is recommended that large quantities of pure water be taken 
to keep the fluids of the body up to normal standards and replace those lost 
by purgation. 

In recent years Woodbridge, of Cleveland, and Thistle, of Toronto, 
have been the prominent advocates of antiseptics and purgativs in the 
treatment of enteric fever. The Woodbridge treatment was as follows: 
“At the beginning of the disease without waiting for a positive diagnosis, 
he gave a small tablet, containing:: Res. Podophyl gr. 1-960; Calomel gr. 
1-16; Guaiacol carb gr. 1-16; Menthol gr. 1-16; Thymol gr. 1-16; Eucalyp- 
tol, (q. s.) 

“This was given every fifteen minutes for first twenty-four hours, 
and in larger doses if necessary, during the second twenty-four hours, 
until this and the succeeding twenty-four hours not less than five or six 
free evacuations of the bowels are secured during each of these periods.” 
On the third and fourth day the same formula was given, except the guaia- 
col was increased to one-fourth grain. These formulae were given freely 
at first, then gradually decreasing the size and frequency of the dose so as 

“to allow the bowel movements to become less and less frequent, until the 
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temperature dropped to normal, when the movements were reduced to one 
or two each day. On the fifth day the following capsule was given: Guaia- 
col carbonate gr. iii; Thynrol gr. i; Menthol gr. ss; Eucalyptol gr. v. 

One capsule every three or four hours alternating with the tablets. 
During the whole course of treatment the patients must take large 
draughts of pure water with each dose of medicine. Woodbridge claimed 
that with this treatment, if begun early, the disease could be aborted, and 
exhibited charts showing normal temperature on the tenth day of the dis- 
ease. 

Thistle’s treatment was much less complicated. The outiine of his 
treatment is as follows: Calomel in daily doses of one-half gr. every hour 
until three grains are taken, then followed by epsom or rochelle salts in 
half ounce dose’in three nours. The object being to cause from three to 
five evacuations in twenty-four hours. Salol, in five to ten grain doses. 
was given for antiseptic effect every three hours. Eight ounces of water 
was given with each dose of salol to compensate for withdrawal of fluid 
from the intestinal canal as well as to wash out throuch the kidneys the 
typhoid poison. 

Thistle in one of his papers reported one hundred and seventy-two 
cases treated by himself and associates in Toronto according to this meth- 
od with only five deaths, or a mortality of 3 per cent. 


In order to test the value of antiseptic and eliminative treatment, 
Brannan, of Columbia University, N. Y., employed the treatment in 1897 
and 1898, in a considerable number of cases. He also collected the records 
of a number of cases treated in hospitals. He obtained full records, charts 
and histories, of 78 cases. Fifty-two were treated by the Woodbridge 
method, 26 by Thistle‘s method. Fourteen of the fifty-two cises were 
treated in the New York hospitals, four cases under Woodbridge himself, 
the others under such men as Dr. Chas. L. Dana and Dr. H. P. Loomis. The 
remaining 38 cases were treated by Dr. Woodbridge in the United States 
Government Hospital, at Fort Meyer, Va. Time will not allow me to go 
into details of the results of this treatment. About the same results we.e 
obtained as with the old plan of expectant treatment and with the Brand 
method and: other forms of hydrotherapy. 

The group of twenty-six cases were treated by Brannan, himself, in 
the autumn of 1898, with calomel, salines and salol, according to Thistle 
The results were about the same as other cases treated in the hospitals in 
the ordinary way. 

What, then, is the value of antiseptic and eliminative treatments? 

Brannan in giving his impression of the treatment says that it com- 
pares well as far as mortality is concerned, with the ordinary treatment. 
“The mortality in the 78 cases mentioned above being only 7 per cent.” 
The 72 who recovered had no intestinal hemorrhage indicates strongly the 
harmlessness of active purgation in typhoid fever.” 

Tympanites called for no: active treatment. The patient, in a word, 
did well, much better than under the simple expectant treatment and fully 
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as well as under the Brand method, as he had seen it applied in the hos- 
pitals in this country.” 

We cannot expect to destroy the typhoid bacilli by administration of 
antiseptic remedies, and so benefit the patient. As has already been said, 
the bacilli are not found in the intestinal canal in the early stages of the 
disease, and in the latter stages they are found distributed over the whole 
body. However, by these remedies it is possible to combat intestinal fer- 
mentation, as shown by tympanites and foul smelling stools, by checking 
the growth of non-specific bacteria, which multiply in the bowel in the 
course of this disease. 

In this disease hepatic secretion is lessened and by antiseptic remedies 
toxic material is prevented from being generated in excess, and auto-intox- 
ication checked by prompt removal of toxic material from'the bowel. 

In the last few years I have kept antiseptic and eliminative treatment 
well in mind, and have noted decided benefit from their use. In the first 
week of the disease, I believe in calomel followed by a saline laxative. I 
do not use calomel after the first week. In the second and third weeks I 
do not believe in promoting too great peristalsis. However, I have seen 
excellent results from an occasional dose, say every three or four days, of 
castor oil or saline laxative, when indicated. In the fourth week, when 
fever is prolonged, good results are obtained by free intestinal drainage. 
Often when peristalsis should be kept in abeyance, on account of fear of 
hemorrhage or perforation, or when constipation is present, and it takes 
too strong a dose of purgative to relieve it—when offending material is 
necessary to be removed under such conditions an enema is indicated. 

The colon in typhoid fever is in a catarrhal state, and in 25 per cent. 
of all cases, is ulcerated. I believe I have seen great harm done by routine 
daily high colon irrigation in typhoid fever, with a stiff rubber tube. An 
enema should be given in this disease most carefully with a soft No. XV 
catheter, and not oftener than every third or fourth day. 

The antiseptic I prefer. is salol in two and one-half to three grains 
doses, every three hours. If diarrhoea is present, I combine it with gr. v 
of bismuth subgallate or use resorcin. 

In conclusion, let me say that in typhoid fever always use antiseptic 
treatment and always secure free intestinal drainage. 





























DIET IN TYPHOID FEVER.* 











(By R. E. Hughes, M. D., Laurens, S. C.) 





The most important disease today, to the public and profession, is ty- 
phoid fever. And in the absence of a specific, the diet plays the main 
role in its management, and when honored by you for views on this phase 


*Read before tht meeting of the Third Councilor District Medical Association, held 
at Greenwood, 8S. C., November, 1909. 
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of the symposium I was very much gratified, having realized for some 
years the necessity for a reform, hoping some man would come forward 
with a scientific and established basis upon which to work, but the giving 
of important truths is usually by the one idea man. Even though criti- 
cised as the monomaniac, he is the one, who riding a hobby along the main 
channel of his chosen field runs down and finally lassoes a fact. We have 
but to recall the names of Harvey, Jenner, Lister and Sims, etc., in con- 
firmation of such a statement, not to mention a score of others today who 
are laboring most zealously in the various branches of the profession. 
Every department of medicine is progressing; prophylaxis is the modern 
trend; diagnosis is made with greater accuracy; treatment founded on 
better pathology—more satisfactory and withal being a day of specialism. 
Good work is being done. In spite of all, though, it seems Dr. Lyons— 
prophylaxis has failed once. Dr. Frontis diagnoses typhoid fever. Dr. 
Neuffer is cutting at the high temperature. Dr. Houseal takes it all with 
a sprinkling of salt, while Dr. Mayer in consultation, it would seem, ¢alls 
for more nourishment, and appoints me caterer. Therefore, time being 
limited, let us get to the menu. 

In the beginning, let me say no ultra scientific thesis will be attempt- 
ed, but rather a plain practical discussion of the most important reforms 
in typhoid fever diet, as well as some of the short comings of the past 
method. This subject is attracting very gerieral attention. Hare, Thayer, 
Forcheimer, -Sattuck, Barr and many others constantly come forward 
with good practical views—the result of their observations, Shattuck and 


Hare especially. The subject boiled down, then leaves but two questions 
to be asked. 


1st. Shall the typhoid patient be given food enough to meet energy 
requirements? 


2nd. What shall the food be? 

Answering the first, as to the amount, we must say—yes. Typhoid, 
though an acute trouble, covers over a period 6f from one to three months, 
being attended by very rapid waste, it is just as important to feed it liberal- 
ly as tuberculosis, care, of course, being taken to watch stools, digestion 
and intestinal complications. Statistics are boring and pliable, but there 
is no doubt of the very great preponderance of evidence clinically and ex- 
perimentally to establish this fact, and the experience of our most observ- 
ing students is that pathalogical and clinical phenomena in severe cases 
are directly traceable to auto-intoxication from excessive body waste. 
Should not this waste be met? We know healthy laboratory animals devel- 
op a better immune serum than those not robust. A starvation diet in ty- 
phoid was the accepted practice for centuries, and included deprivation of 
water. Even the old darkey knew “to stuff a cold and starve a fever.” 
We also know that coincidentally with the adoption of water as nature’s 
antipyretic came its liberal use internally, and a marked reduction in mor- 
tality. We further know now to give water freely, and that acetozone, so 
extolled a few years ago, had but one virtue and that was the enormous 
amount of water given with it. In a personal letter from) Dr. Hare, after 





Jan. 1910 Journal of The South Carolina Medical Association 35 


dwelling upon the importance of diet in typhoid cases, says: “Practically 
without a single exception all my patients are adequately and freely fed, 
and so are enabled to combat their infection and arrive at the stage of 
convalescence without much emaciation.” 

As to how much is necessary for each patient, of course, no hard and 
fixed rule can be made any more than in health. For that particular pa- 
. tient’s requirements, guffice it to say, each one is a law unto himself, and 
it is a duty we neglect in not studying such details more. But, when we 
consider patient’s weight, age, occupation, sex, digestive functions and 
general bodily vigor, we ought to reach very practical conclusions. We are 
too much afraid of ulceration and hemorrhage, and really it is not as form- 
idable as that profound general toxeamia—the first representing a well 
fed patient, With bad local conditions—the second a starved one, almost 
moribund, with a systematic poisoning. But one drawback seems to arise 
in liberal feeding, and that will be our inability, after its adoption, upon 
learning of a sudden rise of temperature to say, “Oh! he has eaten too 
much.” But in future we can say, “maybe he has gotten the wrong 
thing,” and this brings us to our second question: What shall the patient 
eat? 


Milk has long been the favorite. Flint in 1870 popularized it, but for 
the last ten (10) years it has gotten some hard jars and jams. They 
have hanimered, shaken it and churned it until we have been almost tempt- 
ed to dix ard it, but still it remains, even after being churned, very promi- 


nent, for buttermilk is getting better every day. 


Fussell says: “The claim that milk as compared with solid food 
causes a good culture medium in the bowel is not well founded. The entire 
intestinal canal is swarming with all sorts of bacteria. It matters not, it 
seems to me, whether the food be taken as milk or more solid food. That 
which remains must provide the culture medium. There is no more refuse 
matter in the bowels after a diet of milk than after other diets.” Adding, 
after mai autopsies, he never found lower bowel overfull or containing 
a large number of curds, though these patients had used nothing but mil‘. 
So it appears that the best observers still regard milk variously modified 
as occupying a prominent place in typhoid fever. Its cheapness and avail- 
ability, its paiatability, its life sustaining qualities, all combine to offset 
those few objections against it, such as the culture medium fear and con- 
stipation. This latter condition I do not mean to minimize, and emphati- 
cally object to it when it offends, and, of course, discontinue it; but, whie 
letting it occupy first place, we do not say the only place, and freely advc- 
cate egg albumin, lemonade, coca, coffee, tea, ice cream, soups (veal, beef, 
chicken, tomato, potatoe, oyster, mutton, pea, bean, squash) carefully 
strained and thickened with rice (powder) arrow-root, flour and barley, 
Horlick’s food, beef juice, gruels, minced meat, scraped beef, toast, wine. 
jelly and apple-sauce, water any kind—all the time and-freely—egg-nogg 
continuously at first, regularly toward crisis, and freely during convales- 
cence. My exeprience does not justify the claim that the alcohol addic- 
tions ever start from its use in typhoid fever. Solids and _ semi-solids 
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should be given just as soon as possible to encourage mastication and in- 
salivation. We recall that the very first steps in digestion is mastication 
and insalivation, and that the saliva is the medium of the sense of taste. 
Therefore, we often encourage a desire for food in these indifferent cases 
by allowing them to observe nature’s first functions—prudently allowing 
some chewable food throughout the attack. 

Conclusions. Feed the typhoid patient liberally, but carefully from 
the first. Encourage the ingestion of large quantities of water; use milk 
freely when suited, but allow other things. The list is large, and variety 
is the spice of life. 

Imagine how you would feel with a wasting disease and vn to 
swallow a tablespoonful of some pharmaceutical slops every few hours 
for two months, and trying to subsist on the assurance of its*food value. 
Faith is a good thing, but if it is defined properly as a something hoped for 
but unseen, then it is a defective diet in typhoid, however handy it may 
be to the starved patient, who shakes off this mental coil. 


THE BUSINESS SIDE OF MEDICINE.* 


(By T. H. Dreher, M. D., St. Matthews, S. C.) 


Since I received my first pair of boots as a little boy, born and bred to 
the soil of grand old Lexington, I have enjoyed few keener pleasures than 
the invitation to be with you on this splendid occasion. 

I carried my first saddle bags, as you know, in and around the proud 
little capital city of old Saxe-Gotha, and I consider it a distinguished honor 
to be thus invited, by those who have known me, and of me, from a child, 
to return to your midst and talk to you today. 

I know of no more opportune subject, at a more opportune time, to 
discuss, than “The Business Side of Medicine.”” No labor or scarifice has 
been spared which would develop and round out our noble profession. The 
knife of the scientific surgeon has penetrated the sacred precincts of al- 
most every crevice of the human economy, and the sleepless physician has 
never faltered in his determination to storm the citadel of every foe to 
health. It is questionable whether there is any department of human ac- 
tivity, in the world, which has shown the same giant strides and marvel- 
ous development in the last quarter of a century. Certainly no learned 
profession has eclipsed her in this line. 

This being the case, the question naturally arises: “Has the business 
feature kept pace with its development in other ways?” 

We hear much about the princely incomes of many of our noted spe- 
cialists, and there is every indication of prosperity among them, but what 
of the vast army of general practitioners? Are they, as a rule, doing more 


*Read before the Lexington County Society, by invitation, at its annual meeting, 
October, 1909. 
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than keeping the howling wolves from their doors? What proportion of 
these are engaging in side lines in order to stimulate the pocket nerve and 
provide a comfortable support for self and family? Nobody looks for 
riches among our tribe but what percentage is really in the “Job Turkey” 
class, and why? There is an impression, more or less defined, among the 
laity, that physicians and especially country doctors, are sent among them 
as “Sisters of Mercy,” to relieve the aches and pains of the community, #s 
a sort of religious duty. We have been batted around like india rubber 
balls, so long, that it has become a part and parcel of the profession. 

With hats on the tips of our fingers, we have humbly received the few 
crumbs thrown into our upturned palms, without cavil or protest. Many 
are too cowardly to make'a stand for their just desserts. The sharp and 
exciting race of competition cowers them into abject submission. They 
are afraid the impression will go abroad that they are losing ground and 
being supplanted by others. We attribute neglible business methods in 
others, as merely an excessive surcharge of the milk of human kindness, 
which excites cur sympathetic nerves and weakens our backbone. Would 
they take the “goods,” if offered, and have you ever known one who failed 
to push his claims against the county, whether strong or weak? Careless- 
ness ard indifference in this matter will likely mean similar service. As 
a result, we fall into the beaten ruts. We lose ambition. It is a case of 
“poor pay, poor preach.” 

Why should we buy the best and latest books and the most essential 
and approved instruments for patients who do not appreciate their value. 
As a matter of fact, how can it be done? With no stimulant, but more or 
less doubtful promises and appreciation, we lie still in the dead profes- 
sional eddy, or simply drift on the daily tide. Do you know of many more 
exacting callings than that of conscientious, general practice in the coun- 
try and small towns? Then why should not the laborer be rewarded? Is 
there any more reason for it than elsewhere? The merchant collects his 
grocery bills from the poor, as well as the rich, or knows the reason why.: 
His wares are no more necessary to life’s sustenance than our ills, 
usually. 

We are told, you know, in Biblical history that Nathan, being sick 
trusted not in the Lord, but called a physician and “Nathan was gathered 
unto his fathers.” 

The lawyer demands the cash or gilt edged collateral before he un- 
tangles the skein which enmeshes his client. But the physician who does 
not bestir himself from a warm couch, and brave the wintry midnight 
blasts, without reward, or hope of reward, is pronounced a brute and a 
disgrace to his profession. We should all do charity practice. Most phy 
sicians, do. I do mine, and plenty of it—in spite of what the public may 
think to the contrary. Most of it willingly. But I submit emphatically 
and unreservedly, that no class of people beneath the sun, (who are free 
moral agents) are more shamefully imposed upon than we are by so-called 
charity patients. 

We are largely to blame. There is a notion abroad that the public 


. 
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can pay a doctor, or not, as it sees fit and the public is about right. If Dr 
A. fails to turn up, why Dr. B. will be glad to get a whack at the real or 
imaginary pie. 

I plead guilty to an increasing skepticism about the average charity 
patient’s inability to pay his medical bills. Too many have no desire to do 
so and make no effort. They stand on “my honor sir’ .with the strictest 
nicety until the physician sends his bill, when they grow faint and weary 
and “‘with one accord begin to make excuse.” Many gratify their deprav- 
ed appetites, fish, hunt and loaf; take their vacation to the mountains and 
the sea coast; attend every picnic, fair and political frolic in all the coun- 
try round; dress well, keep their families abreast of the latest fads and 
styles and in the teeth of it all will plead debts and poverty to the hard 
worked physician, and freely tumble upon the charity scrap heap. If 
pushed, they drop you, pat the charity doctor on the back and with oily 
words, remind him of the treasures laid up for him in a better world 
where moth and rust doth not corrupt nor thieves break through and steal. 
This is very like the groom who promised the minister to send the couple’s 
children to his Sunday school as a matrimonial fee. 

The attainment of the much coveted diploma from a first class medical 
college is no child’s play any more. The apprentice who wishes to follow 
the path once nobly trod by Coke and Blackstone, can still sit at the feet. 
of a more or less, true edition of a modern Gamaliel for a few months, in 
his office, and then hang his shingle beseechingly to the breeze, as a full 
fledged attorney-at-law. Not so with us. For four long years must we 
wrestle and agonize with “stiffs,” and bones and dry theories, at heavy. 
expense, before we can launch our frail barks upon the stormy sea of an 
exacting professional life. If there are no substantial rewards what boots 
it for us to do it? No wonder so many throw up the sponge in disgust and 
seek more serene and profitable employments. Nobody has truer and 
more devoted friends than a fair and honest physician to whom he should 
reciprocate in full measure. But, he should not forget that the lack of 
some business system and method, here, as elsewhere, has terribly handi- 
capped many a useful career and put a host of others upon their ocean 
rock. I confess*to you, whisperingly, if you will; boldly if I must, that I 
am not up as an eleemosynary institution. 

No greater joy comes to a physician’s lot than the relief of human 
suffering but how many of you entered the medical fold from such divine 
motives? Let us be fair with ourselves and the public and admit that we 
were largely influenced by the belief that we could prepare ourselves tc 
give value received, make a decent support for ourselves and families and 
lick the lash of no lord or master. 

If we are conscientious, our work is no bed of roses. There is not a 
provincial practitioner in the State, with a large clientele, who does not 
realize that the work is terribly trying and exhausting. The average age 
of less than forty among us proves this contention. 

We should not be afraid to send in our bills and stand for their pay- 
ment where justifiable. This should be done with tact but in a way which 
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lets the public know that we want what is justly ours. We should display 
good judgment in our charges and not expect impossibilities. There is no 
better field for the display of good horse sense than in the collection of 
medical bills. 

Have the courage to refer call to others when you know you are being 
systematically defrauded by people who are able to pay. It is far better 
to sit in your office and study well the few cases you have than to be prey- 
ed upon by those who laugh at your folly. If a man is competent, ener- 
getic and reliable, he will not fold his hands, long, in idleness. Very few 
who are able to pay, drop away from efficiency, if made to settle their 
bills. There is nothing lost by the departure of those who will not. 

I confess to an increasing skepticism about the deep sympathy, appre- 
ciation, constancy and thoughtfulness of charity patients as a class. They 
are, too often, the most uncharitable people in the world. They call you 
at all hours of the night, in all kinds of weather, and demand much more 
attention and sacrifice of time and energies than those who pay their bills. 
There are exceptions, but that is the rule. Be the charity pack horse of 
the community, if you will, but don’t forget that when hoary age creeps 
upon you and the larder is running low, a host of your picked patients, 
along with a troup of your objects of charity, in your palmy days, will 
coldly throw the old medical Jonah overboard just the same. They soon 
forget past favors when the step is unsteady and hangs upon the staff of 
senility. 

Don’t be a “Cheap John.” The public values a professional man in 
proportion to the estimate he places upon himself. Keep abreast of the 
times, supply yourselves with a neat office and go in good, but not grand 
style. Otherwise you may find yourself confined to the servants in the 
back yard. If you understand your business and the public believes it, 
you needn’t worry so much about the fees your rivals are charging. There 
is a niche for all to fill. It is selfish for the strong man to expect the weak- 
ling to compete with him, equally in fees. 

A few good patients will drop off permanently to the cheap physician 
but the vast majority will return in due time and stick closer than a broth- 
er. Don’t ask a man for his practice as is too frequently done among us, 
nor pursue him if he quits you. It lowers the calling. Demand the fees 
due you and let him go his way in peace. This is a free country and we 
should not feel that we own any body. 

It behooves the general practitioner to get down to business if he has 
not already done so. All the existing signs indicate that- his future path is 
beset with many snags and obstacles. With specialists, sanatariums and 
hospitals growing more and more popular, the life blood will be drained 
out of us unless we look to our laurels and stand together. Unfortunately, 
suspicions and petty jealousies hang, like millstones around our necks. We 
look happy and harmonious in our conventions but in competitive rivalry 
the “green-eyed monster” frequently claims us as its victims. We are, 
with due deference to our great profession, like the handsome canine and 
the purring cat which lay peacefully on the rug in front of the cozy fire 
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of a quarrelsome old Dutch couple. “Yust look at dat gat und tog” said 
she, “dey never quarrels and fights like us. “Yah” said the old man, “I 
know dat; but yust die dem together and de debel will be to play.” 

Specialists and hospitals are a great blessing to the human family 
and nobody knows that better than the vast army of physicians who feed 
them. We should all patronize them and I am sure we do, without excep- 
tion. But like all good things they may be, and are, abused. The surgeons 
in charge of every hospital will tell you that fingers are sent up for ampu- 
tation by timid provincial physicians and the long list of minor and inter- 
mediate surgical cases which heretofore have been, and can now be, suc- 
cessfully and safely, performed at home by any average country surgeon, 
are practically all going away. 

Nor is this all. There is now a specialist for every department of 
medicine, so that there is little left for the family doctor but record the 
pulse and administer hypodermics until they can reach the nearest hospi- 
tal. Not an observant man doubts that the prestige of the whilom family 
physician is fast passing away. There was a time when confidence in his 
ability to meet all reasonable demands was supreme but he is gradually 
drifting into a mere hewer of wood and drawer of water, so to speak. 

Ian McLaren was fortunate in the time and place when he wrote his 
beautiful chapter on the country doctor in “Besides the Bonnie Brier 
Bush.” “Dr. McLure, of Dromtochy” is fast passing from the stage of 
action and we will only learn of him through by gone records. 


I am not berating any body. I am simply stating facts and staring 
them straight in the face. The time is fast approaching in the“war on dis- 
ease, that the specialist will be in absolute control of the medical and sur- 
gical ship and all that the general practitioners can hope to do, is to scrub 
the deck and scour the guns. The country doctor is practically horned off 
every track now, except that of obstetrics and inroads are rapidly béing 
made on this, his last remaining specialty. Whether he can make a strong 
stand here will depend largely upon circumstances. There is no reason 
why he should vacate. With the exception of celiotomy—which is a rare 
necessity—the average physician fairly well versed in local anatomy and 
obstetric surgery and with some nerve, can cope with almost any case that 
presents itself, provided he will supply himself with the proper armamen- 
tarium. 


I close as I began with the question, “What is the remedy?” There is 
but one. Local sanatariums and small hospitals, manned by men ambitious 
to excel along different lines, must spring up in practically every county in 
the State. Fortunately, that is the drift, now. It must develop not only 
from the standpoint of prestige, but from motives of self-protection, finan- 
cially and otherwise. Those who are crossing the meridian of their pro- 
fessional careers and soon to step over into the beginning shades of the 
evening, care only to point out the snags ahead that they may be at least, 
partially avoided by those in whose breasts the fires of ambition are rag- 
ing. Nobody but a simpleton can fail to see the hand writing on the wall. 
The purely country doctors are fast moving into the small towns and the 
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ground is gradually slipping away under these. There is nothing left for 
them but to gird up their loins and prepare to meet the issue or drift into 
a mediocre lot of mechanical pill rollers. 

* 


THE EARLY DIAGNOSIS OF GALL STONE DISEASES.* 





(By John Egerton Cannaday, Charleston-Kanawha, W. Va.) 


It is not my purpose to speak of the classic symptoms of gall stone 
disease in its final, sometimes, hopeless stages, with these we are familiar. 
The average text book describes terminal stages and dead house findings 
to the serious detriment of the patient. There is relatively speaking no 
_ such thing as symptomless stone in the gall bladder. If we inquire care- 
fully into the past history we will find the symptoms in abundance. We 
had as well speak of a symptomless stone in the urinary bladder as in the 
gall bladder. Neither gall stone colic nor jaundice are at all necessary to 
the diagnosis of gall stone disease. The sooner we get over this fallacy 
the better it will be for our patients. The very earliest symptoms are of- 
ten quite trivial in character and frequently referable to the stomach. 
There is a feeling of fullness, weight or distention in the epigastrium. 
This is both persistent and annoying. It is generally relieved by belching 
and vomiting gives complete relief. Relief may be given by bending the 
body forward, by loosing the clothing or by flexing the thigh or the body. 
There is at times a little pain in the gall bladder region, at times a respira- 
tory effort is cut short by a sudden stabbing pain. There may be a slight 
chilliness in the evening with a goose flesh feeling of the skin. These symp- 
toms have often gone unrecognized. About every fourth woman past mid- 
dle age and a few less men have gall stones. 

By constant care as regards the diet, hygiene and the use of laxative 
mineral waters, it is often possible for these patients to keep in a condi- 
tion of comparative comfort. But if we wait numerous retrograde changes © 
may take place in the liver, gall bladder and pancreas, When the time for 
operative treatment becomes imperative the mortality risk is high and the 
technique of the work difficult. The early operation is easy, safe and pro- 
phylactic. The question of removal of the gall bladder or its drainage is 
largely dependent on the practice of the individual operator as to whether 
he is inclined to operate early or late. The man who operates early will be 
able to cure most of his cases by simple drainage, while the one who waits 
for terminal stages, will find his pathology so serious that removal rather 
than repair will be often an imperative indication. 


* Abstract of Oration on Surgery read before the West Virginia Medical Association 
ut Elkins, October, 1909. 





Journal of The South Carolina Medical Association Jan 


CLINICAL REPORTS. 


REMOVAL OF BULLET FROM BLADDER. 





(By E. C. Harris, M. D., Anderson, S. C.) 


I from three or four reasons bring notice to this session of this some- 
what interesting case. 

First it is not a common occurrence to find a bullet lodged in the blad- 
der, so much so Dr. F. T. Miles, of Baltimore, in his annual lectures before 
his class referred to with much pride, that he was the first man that had 
removed a minieball from the bladder and placed it on exhibition in the 
Army and Navy Museum in Washington, D. C. 

Second, the number of years the man carried the missile before it gave 
him much annoyance, and third the formation of a calcarious deposit 
around the bullet. 

John Butler, colored, age 36 was shot in the coccygeal region in the ° 
year of 1895. His position at the time of the injury was in a marked 
stooping position, or as he expressed it he was on his allfours. Hands 
and feet. 

The injury at the time was not considered or thousht to be a fatal one 
but symptoms of injury to bladder and rectum were both present. The 
bullet was never located. Treatment was paliative and left to nature 
alone and in some seven or eight weeks he made a fair recovery appar- 
ently, but in 1906 he began to have bladder trouble that came on not unlike 
Cystitis. In April 1909 he first consulted me for what I considered a good 
line of symptoms for stone in the bladder. The usual examination with 
sound was made and with success. 

All preparations were made for its removal. He was placed upon the 
table and by accident he made the remark that he had been shot some 15 
years ago in the region of ‘the bladder, but had not mentioned the shot 
before this. 

The operation itself was not of unusual interest as he made a good 
recovery in six weeks. The lower rout or Perineal Cystotomy was chosen 
to my entire satisfaction in every way. The weight of the bullet and stony 
formation is 480 grains. 


LISTER VERSUS MIDWIFE. 


(By H. L. Wilson, M. D., Jordan, Clarendon County, S. C.) 


This caption might be considered a misnomer. The case is reported 
not to exploit the skill of the attending physician but to show the match- 
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less reconstructive power of the greatest of all doctors, nature, who while 
the attendant physician may be ministering to others sick or taking much 
needed rest or perchance as some time happens, is recreating, stays stead- 
ily by the sufferer with gentle hands quietly and softly loosing pathologi. 
cal knots that may have puzzled the medical attendant. 

I was called on at 8 a. m. to go five miles to remove part of a Placenta. 
When reaching the house, about nine, found white woman, multipara, had 
been delivered early the night before by midwife with placenta praevia. 
She stated to me that there was piece of “de atterbuth dat I cant git.” 

Upon examination found the entire uterus prolapsed clear out of the 
vagina a mass as large as my two fists around which she had tied a cord 
tightly, “to keep him fum gittin way.” She stated that she had tried sev- 
eral times to pull “him out.” Fortunately for the patient, she failed. he 
woman was suffering fearful agony. The Uterus was swollen, echymosed, 
until purple. Of course the first step was to cut the string arid return the 
uterus to the pelvis which promptly relieved the pain then aseptic douches 
were ordered. The prognosis was rather an unfavorable one. 

Now comes the result which would have made Lister green with envy. 
Her recovery was uneventful, in fact as good as we ever have. 

I expected a septic fever or possibly a gangreen from the ligature 
tied tightly around the Uterus for fully twelve hours or more. 

Visited the patient several times expecting at every one of the visits 
to find her with temperature and to be told that she had been having 
chills. Dismissed the case after the tenth day. Some three weeks after- 


ward met the patient with her husband riding in a wagon just completing 
a thirty mile ride. This was in August and she has had no unfavorable 
sequelae up to this time. 


SALIVARY CALCULUS. 





(By H. W. Rice, M. D., Columbia, S. C.) 


A negro wanm, aged 60, consulted me on account of a swelling at the 
side of her tongue, which had existed a number of years. It would at first 
swell up, remain sore for a while, then it would “run” and subside, to 
again make its appearance at irregular intervals. 


More recently, however, it would remain swollen and “run” most of . 


the time—a purulent, instead of a watery, discharge, as at first. When- 
ever the growth would swell it would pain and interfere with the move- 
ments of the tongue. 

Examination showed apparently a fibro-cystic mass, freely movable 
to the left side of the tongue, the size of the thumb. From the anterior 
end exuded a thick, purulent discharge. 

It was tender on pressure, but not acutely inflamed. 

The woman was anesthetized, and the tumor enucleated en mass. A 
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rather profuse hemorrhage was controlled by pressure, made with pled- 
gets of absorbent cotton rolled in dried sulphate of iron. 

When the growth was incised, it was found to contain a stone, boat- 
shaped, weighing fifty grains, lying in the dilated duct of Wharton. 


DEPARTMENT 


OF THE SOCIETY OF MEDICAL SECRETARIES, SOUTH CAROLINA 
MEDICAL ASSOCIATION. 


DR. ALLEN J. JERVEY, Charleston, Chairman. 
DR. MARY R. BAKER, Columbia, Vice-Chairman. 
DR. L. ROSA H. GANTT, Spartanburg, Sec. and Treas. . 





LET US THEN BE UP AND DOING. 


(By L. Rosa H. Gantt, M. D., Secretary of the Society of Medical 
Secretaries. ) 


It is a question if the medical profession of South Carolina in its his- 
tory has been brought so squarely face to face, with so many vital medical 
problems as will confront it during the ensuing year. The development of 
preventive medicine in the past decade has been little short of marvelous, 
and the fruits of past work can be seen by the record of the year just gone. 
During the past year there was not a single epidemic of yellow fever in 
the United States. Its absence is credited to the hygienic measures prop- 
agated by the medical profession. 

Advanced medical thought claims to have unlocked the secret of ma- 
laria and typhoid, in the past decade. The Great White Plague is being 
fought with the united forces of the profession and laity upon hygienic 
grounds. The question of medical inspection of school children must be 
dealt with sooner or later. Rockefeller has given one million dollars to 
eliminate the hookworm from the South, and this work must be done by the 
Southern physician. It is due to South Carolina skill and observation that 
the presence of pellagra in this country is recognized and acknowledged. 
Up to the present time South Carolina has been the centre of knowledge 
and information of this disease in the United States. 


With these problems facing the profession in South Carolina, can the 
Society of Secretaries be inactive, or in lack of material for active and 
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energetic work? If South Carolina is to hold its lead in pellagra investi- 
gation it must be up and doing! for interest in this disease is now univer- 
sal. If we are to keep abreast of medical thought and advancement, the 
interest of the physicians generally must be keenly aroused. 

Let the Society of Secretaries encourage and foster a movement 
among the profession for individual thought and investigation of the prob- 
lems before us. The truth of medical theory is to be learned by observa- 
tion in the actual practice of the profession. The experience of the in- 
dividual physician in the treatment of disease may lead to the acceptance 
or rejection of medical theory. Why not then encourage a systematic re- 
port of cases and a more careful study of them. 

A profound study of advanced medical thought is necessary if we 
keep abreast of the times. There is not a more favored spot for a study of 
the mosquito theory of malaria than in the southern portion of the State. 
The general gove-nment sent its experts to this State as the best location 
to study pellagra. The hookworm is to be found in the sand hills, and ty- 
phoid and tuberculosis are everywhere. With such a field of clinica] ma- 
teriai, we should have an abundance of papers and reports, not copied from 
text books, but from the investigation and experience of our physicians in 
handling disease. 

An era of hygienic and preventive medicine is on us, and unless the 
medical professions of South Carolina prepares itself and meets the issues 
fairly and squarely, the laity will, for it is to be doubted if in the history 
of medicine there has ever before been such universal interest in medical 
problems and preventive :medic ine. 





DETERIORATION OF GALENICALS. 


Notwithstanding the general belief that drugs deteriorate readily it is 
true that the ordinary alcoholic preparations of alkaloid-containing drugs 
are fairly stable. Dr. A. R. L. Dohme (American Druggist and Pharma- 
ceutical Record, July 26, 1909), has investigated the rate of deterioration 
for a number of galenical preparations by assays made at specified inter- 
vals. The stock was exposed to light and from it small amounts were re- 
peatedly taken, so as to imitate the conditions prevailing in the ordinary 
retail drug store. Practically none of the products examined had deterio- 
rated to any appreciable extent, while in such as had, the deterioration 
came well within the limit of experimental error. The exceptions to this 
are powdered extract of physostigma, fluidextract of cocoa, fluidextract of 
aconite root, and the tincture of aconite root, after a half-year’s standing. 

The deterioration in the case of tincture of aconite root was not great 
enough to affect its therapeutic value markedly. Strange to say tincture 
of coca was found not to deteriorate, in which respect it differed from the 
fluidextract. Contrary to general belief nitroglycerin tablets were found to 
be quite stable. 
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SOCIETY REPORTS. 


ABBEVILLE. 
(Dr. C. C. Gambrell, Secretary.) 


The Abbeville County Medical Society held its regular monthly meet- 
ing in Dr. Neuffer’s office Dec. 3rd. This meeting was attended by the faith- 
ful regulars and the routine work of the society was attended to. Under 
the head of clinical cases Dr. Simpson presented a very interesting case of 
periostitis of the tibia, which had been under treatment for two months. 

Dr. Neuffer presented several clinical cases. 

The member appointed to read the paper for this occasion being ab- 
sent the time was spent in discussing heart cases and we hope to devote 
our entire meeting in February to this subject and have a number of heart 
cases present so the different valve lesions can be heard and differentiated. 
In January we are to have the district association meet here and of course 
we are anticipating a good crowd and a very interesting meeting.. The 
following members have been elected to office for the year 1910: 

President J. R. Bell, Due West, S. C.; Vice President, G. A. Neuifer, 
Abbeville, S. C; Secretary and Treasurer, C. C.Gambrell, Abbeville, S. C. ; 
Delegates, W. D. Simpson and C. C. Gambrell. 

We hope to make the year 1910 the most profitable of the Abbeville 
County Society. . 


oe 


ANDERSON COUNTY. 


-(W. Frank Ashmore, M. D., Secretary.) 


On December the sixth the Anderson County Medical Society held its 
regular annual meeting. 

The program was omitted and several matters were attended to. A 
resolution was passed that in the future all ministers, and other profes- 
sional men be charged regular fee for service rendered. 

Officers for the ensuing year were then elected as follows: 

President, Dr. J. R. Young, Vice President, Dr. R. L. Sanders; Secre- 
tary and Treasurer, Dr. W. F. Ashmore; Censor, Dr. J. O. Wilhite. 

On December the twentieth the Society met with only eight members 
present. 

Drs. J. C. Harris and C. F. Ross made a joint report on a case of 
Traumatic Epilepsy, upon which they had recently operated with good re- 
sults. 

Dr. Ross also presented, in an interesting paper, the latest surgical 
teaching on Traumatic Epilepsy. 








\- 
Tr 
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The Society adopted the following tribute of respect to the late Dr. 
L. J. Mann, submitted by Drs. Richardson, Ashmore and Young: 

“Remembering that death has again visited us and that one of our 
younger members, Dr. L. Junius Mann, is no more, we desire to record our 
feelings of sorrow and of loss. 

Let a page in our minute book be ascribed to his memory, whereos 
the secretary may record the fact of his untimely death. 

Let the family of our deceased brother be assured that for them we 
have the depest sympathy and with them we share a sense of keen loss. 

We recognize that in him were combined in an unusual degree a love 
for his profession, a high sense of duty, and a real desire to serve his fel- 
low man. In the art of inspiring his patients with hope and good cheer. 
he was a master. By his many acts of unselfish service, he had endeared 
himself to many in this community, and some of them bear us witness that 
his keenest delight came in ministering unto “one of these—the least of 
mv little ones.” Could more be said? 

Appreciating the nobility of such a life of service, we desire to thus 
formally acknowledge our sense of sorrow and of loss.” 

The program committee, consisting of the officers, have gotten out a 
neat program covering the first quarter of the year. A copy of this has 
been sent to each doctor in the county, and we are hoping that it will serve 
as a reminder. 

January meeting.—Two interesting meetings have been held this 
month. On the seventeenth, the symposium on rheumatism was the subject. 
Dr. J. B. Townsend read a very interesting paper on ““Rheumatism and So- 
Called Rheumatism.” His opinion was that all cases, save the acute artic- 
ular variety, were so-called rheumatism. 

At this meeting the president announced that a warrant had been 
served on Dr. B. F. Carpenter, of Belton, charging him with “Practicing 
Medicine Without a License.” Dr. Carpenter waived a prelimniary hear- 
ing in the Magistrate’s Court. 

The Society adjourned to meet in February. 


CLARENDON. 
(Chas. B. Geiger, M. D., Secretary.) 


The regular quarterly meeting of the Clarendon County Medical Asso- 
ciation was held December 22nd, 1909, at Dr. Chas. B. Geiger’s office, the 
President, Dr. W. M. Brockinton, presiding. 

Dr. Chas. B. Geiger read a paper entitled “Self Help.” 

Dr. A. S. Todd stated that he had expected to present, at this meeting, 
a clinic of some interest, but owing to the cold weather the paient was not 
able to be present. He explained that the case was one of tumor of the um- 
bilicus, in an otherwise normal, male, white child, now nearing six weeks 
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old, which he had been called to see after delivery by a midwife. 

The tumor, he stated, was somewhat of a pear shape, about 2 1-2 by 
3 1-2 inches in size, covered by a membrane, continuous with, and resem- 
bling the outer membrane of the cord. Through this membrane could be 
seen a body of dark-colored substance, of firm consistency, resembling liver 
or spleen tissue. The pedicle was about an inch in diameter, and was cov- 
ered for about one inch with a trumpet like continuation of the abdominal 
dermal coat. 

The parents had objected to an operation, and hence he did not know 
whether the contents of the tumor was a malplaced organ or an abnormal 
growth. : 

Upon request, Dr. Todd promised to present the case, if possible, at 
the next meeting of the association. 

Post Graduate Work.—The Association decided to take the post grad- 
uate course of work, and will meet every Wednesday evening at 7:30 
o’clock. 

It was also decided to have the regular meetings monthly, instead of 
quarterly, as they have been heretofore. The regular monthly meetings 
will be held every fourth Wednesday afternoon, at 4:30. 

The following officers were elected to serve the ensuing year: 

President, Dr. C. E. Gamble; Vice President, Dr. A. S. Todd; Secre- 
tary and Treasurer, Dr. Chas. B. Geiger; Delegate to State Society, Dr. A. 
S. Todd; Alternate, Dr. H. L. Wilson; Board of Censors, Drs. O. M. Woods, 
Thomas W. Gunter, and W. M. Brockinton. 


COLUMBIA MEDICAL SOCIETY. 
(Mary R. Baker, M. D., Secretary.) 


The annual meeting of the Medical Society of Columbia, S. C., was 
held December 13, 1909, the President, Dr. L. A. Griffith in the chair. 

The following members were present: Drs. C. W. Barron, D. S. 
Black, A. Earle Boozer, W. A. Boyd, G. H. Bunch, F. W. P. Butler, Mary 
R. Baker, F. A. Coward, S. B. Fishburne, W. E. Fulmer, R. W. Gibbes, H 
H. Griffin, L. A. Griffith, S. E. Harmon, C. L. Kibler, Oscar LaBorde, R. 
A. Lancaster, J. H. McIntosh, P. V. Mikell, R. L. Moore, C. J. Oliveros, L. 
B. Owens, L. K. Philpot, D. S. Pope, H. W. Rice, A. E. Shaw, J. H. Tay- 
lor, C. F. Williams, William Weston. Visitors: Dr. William Symmers of 
Ireland, and Dr. Wm. C. Abel. 


Dr. H. W. Rice reported an interesting case of Salivary Calculus, =rd 
exhibited the stone which he had removed. In discussing the case, Dr. 
Gibbes said it was a rare condition; that he had been able to find very little 
on the subject in medical literature. Dr. Rice did not agree with him, as 
one man had reported over one hundred cases. 

Dr. Rice also reported a case of hemorrhage of the spinal cord due 
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to violence. He gave a very full and interesting description of the case, 
including the post mortem findings. 

Dr. William Symmers was requested to address the Society. He gave 
a most interesting account of the research work done by Dr. Loos in the 
Egyptian Hospital with which he was at one time connected. He said that 
Dr. Loos demonstrated clearly that the embryo of the Egyptian Hookworm 
could and did penetrate healthy unbroken skin. Dr. Symmers stated that 
the body was not infected primarily through the alimentary tract but were 
killed by the acid gastric juice. 

The embryo penetrates the skin not only through the hair follicles, 
but even penetrates the cuticle where there are no follicles or glands. The 
embryo enters the lymph vessels and seems to send before it a toxin which 
causes a hemorrhagic condition and a round cell infiltration of the lymph 
glands. The glands in this condition have no power to destroy the embryo, 
which passes into the main lymph channels and finally into the right side 
of the heart. It is then deposited in the lung; it now passes through the 
walls of the air vesicle in to the vesicle, thence into the trachea, then into 
the esophagus, on into the stomach. 

The embryo changes very materially in its passage through the ani- 
mal body and the gastric juice now has no effect upon it. 

Dr Symmers said the Egyptian Hookworm, contrary.to the American 
varity, was very hard to expel from the intestinal tract; that after the 
most persistent and prolonved treatment the eggs appeared in the feces. 

The thanks of the Society were extended to Dr. Symmers for his in- 
teresting and instructive talk and a recess was taken in order that the mem- 
bers might have the privilege of meeting him. | 

The following officers were unanimously elected: 

President, Dr. S. E. Harmon; Vice President, Dr. R. A. Lancaster; 
Secretary-Treasurer, Dr. Mary R. Baker; Delegate, Dr. F. A. Coward; 
Censor for two years, Dr. D. S. Pope; Censor for three years, Dr. S. B. 
Fishburne. 

The newly elected Preident, Dr. S. E. Harmon, treated the members 
of the Society to an oyster supper. ; 

The Medical Society of Columbia held its regular monthly meeting 
January 10, 1910, with the President, Dr. S. E. Harmon, in the chair. 

This meeting was devoted to a general discussion of medica] ethics. 
Dr. Wm. C. Abel was elected a member. 

The Society endorsed the work being done for the prevention of tu- 
berculosis. 


PICKENS. 
(R. J. Gilliland, M. D., Secretary.) 


At the December meeting of the Pickens County Medical Society, the 
following officers were elected: 
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President, Dr. W. A: Sheldon; Vice President, Dr. C. N. Wyatt; Sec- 
retary and Treasurer, Dr. R. J. Gilliland; Censor for three years, Dr. J. O. 
Rosemond; Committee of General Arrangements, Drs. H. E. Russel, W, 
M. Long, and J. L. Bolt; Delegate to State Society, Dr. W. A. Tripp. 

No papers were read, the essayist, Dr. Pander, being excused. 

Dr. Boxton R. Jarrott, of Central, will read a paper on pneumonia at 
the next meeting. 


On January 5, 1910, the Pickens County Medical Society met, Dr. W. 
M. Sheldon, the new president, presiding. 

The attendance was good, only a few absentees. 

Dr. Jarrott, who was to read a paper on pneumonia and Dr. Pander 
were not present. 

Drs. Tripp and Wyatt reported interesting cases that had occurred in 
their practices, which were freely discussed. Dr. L. F. Robinson read an 
able paper on the cause of pellagra. 

Dr. W. M. Sheldon was elected a delegate to the Atlanta Hookworm 
conference. 


At the next meeting Dr. J. O. Rose will read a paper on Venereal dis- 
eases. 


SPARTANBURG. 
(L. Rosa H. Gantt, M. D., Secretary.) 


The annual meeting of the Spartanburg County Medical] Society was 
held December the 31st, 1909. The yearly report of the secretary showed 
that the Society added nine new members to its roll during the past year, 
and had lost, by death, one; by removal, one; making a total increase of 
membership of seven—the complete enrollment being fifty-three. 

After the routine of business was finished, the election of officers was 
entered, and resulted as follows: 

President, Dr. A. R. Fike, Spartanburg; Vice President, Dr. W. A. 
Smith, Glendale; Secretary, Dr. L. Rosa H. Gantt, Spartanburg; Treas- 
‘ urer, Dr. W. H. Chapman, Whitney; Delegates to the State Association, 
Drs. W. P. Coan and Geo. E. Thompson; Censor, for three years, Dr. J. L. 
Jefferies. 

After discussing various plans to increase the attendance at meetings, 
during the coming year, the Society adjourned to the Spartan Inn, where 
an elegant banquet was enjoyed. 
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YORK. 
(Jno. I. Barron, M. D., Secretary.) 


The York County Medical Society held its regular meeting in York- 
ville, January 3rd. This meeting was given up to the election of officers 
for the ensuing year. 

Dr. W. W. Fennell, of Rock Hill, was elected President; Dr. W. A. 
Hood, of Hickory Grove, Vice President; Dr. Jno. I. Barron, of Yorkville, 
Secretary and Treasurer. Dr. W. B. Younge was elected to fill the va- 
ecancy of Censors. 

Before vacating the chair, Dr. M. J. Walker, the retiring President, 
made a short talk, thanking the members for their kindnesses during his 
term of office. Dr. J. H. Saye, of Sharon, answered on behalf of the 
members. 

The doctors then repaired to the Shandon Hotel where an elaborate 
banquet was served by our hospitable proprietor, J. Ed. Sadler. Those 
present were Drs. W. W. Fennell, I. A. Bigger and W. B. Younge, Rock 
Hill, B. N. Miller, Smyrna; W. A. Hood, Hickory Grove; J. H. Saye, Sha- 
ron; E. W. Pressley and J. W. Campbell, Clover; R. A. Bratton, J. D. Mc- 
Dowell, M. J. Walker and Jno. I. Barron, Yorkville and invited guests of 
the doctors: Dr. Wilson McConnell, of Davidson, N. C.; Rev. J. H. Thack- 
er, of the M. E. Church; Rev. J. L. Oates of the A. R. P. Church, and our 
fellow co-workers, Drs. A. M. Barnett of the York Drug Store, and D. L. 
Sheider of the Star Drug Store. 

After partaking of a sumptuous banquet, Toastmaster W. W. Fennell 
called on Dr. E. W. Pressley, Mr. Thacker, Mr. Oates, Dr. Walker, Dr. 
Saye and Dr. Wilson McConnell for toasts after which the meeting ad- 
journed. 

Our Society is in a flourishing condition and we think that we have 
one of the best in the State. 


THIRD DISTRICT CONVENTION. 


On November 17th, 1909, at noon, in Greenwood, S. C., the meeting 
of the Third Councilor District was called to order, in the Council Rooms, 
by Dr. R. B. Epting. A full attendance was present. 

Dr. Mason moved that an Association of the Third District be organ- 
ized. This motion was seconded and carried. 

Dr. Bailey wished to know of what counties the Third Councilor wa; 
composed. 

Dr. Mayer named the counties over, viz: Greenwood, Abbeville, Ss- 
luda, Newberry and Laurens. 

Dr. Frontis, in speaking of the organizing of this Convention, ad- 
dressed himself to young men; saying, as an old man, he regretted that he 
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did not have the opportunities that the young men have today. Not until} 
this movement got afoot, in our State, he said, under the organization of 
the American Medical Association, had this opportunity been afforded him, 
and that he had profited very much by it. This, said the speaker, is an 
opportunity that oyght to be seized. With only one meeting of the State 
Association a year, it is hard for the doctors to attend, at least some of 
them have to miss it, but with these district and covnty associations the 
members can attend very frequently. 

Dr. Frontis said he believed in these district and county meetings. 

Dr. Bailey proposed carrying the motion by vote, as there were a 
sufficient number from each county to do so. 

Dr. Neal said that he was a believer in this organization. 

Dr. Epting expressed himself as being very much in favor of it, and 
said he was going to vote for it. : 

Dr. Jones thought it of vital importance, and said he was willing and 
anxious to do all that was for the best of those concerned. 

All of the doctors present, who expressed themselves, spoke in favor 
of organizing the District Convention, and each thought ita good oppor- 
tunity to avail themselves of. 

Dr. Neal brought out the thought that such a meeting as this District 
Convention would enable the doctors in the district to know each other. 
“TI think we ought to organize, and organize at once, then if it dies, let it 
die,” he said. 

Dr. Mason, “I think that every man present will reap a greater benefit 
than if he belonged to a State Society. For one reason, because it is a 
great deal more convenient for the doctors to attend this society than the 
State Association, and as the State Association has lived as long as it has, 
we have every reason to believe that the District Association will live just 
as long. I think that we can come out and have papers that are just as 
good as they are today, and we can make it so valuable that every man 
must come out. It will pay each one of them.” 

The motion for the organization of the District Convention was unani- 
mously adopted. 


Dr. Neuffer then made a motion to elect Dr. Mayer president, but Dr. 
Mayer, on account of a burden of other offices, declined the nomination. 
Dr. Neuffer was then nominated for president, and was unanimously elect- 
ed president. 

Then followed, in like manner, the election of Drs. R. E. Hughes, of 
Laurens, Vice President; G. P. Neal, of Greenwood, Secretary. 

Dr. G. A. Neuffer, of Abbeville, then extended an invitation to the or- 
ganization to meet in Abbeville, in January, 1910, whch invitation was ac- 
cepted by a rising vote. The subject for discussion, and the exact time of 
meeting, was left to be arranged by the officers of the organization later 
on. 


Dr. Epting moved to leave all detail work for the organization and 
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time and subjects to the president and vice president. Motion carried. 

The meeting then adjourned to accept Dr. Epting’s invitation to din- 
ner at the Oregon Hotel. 


REFORM OF MIDWIFERY. 


Dr. von Haberter, who was appointed a short time ago to the post of 
chief inspector of health, is directing his main efforts toward a reform of 
the midwifery act now in force. The most important of the features of a 
bill prepared by his advice is the lengthening of the curriculum of the mid- 
wives from six months to two years. Of these twenty-four months, six are 
to be devoted to preliminary and theoretical, eighteen to practical instruc- 
tion. The present regulations in many places permit any woman to call 
herself a midwife without having obtained any proper teaching at all. 
The want of midwives, especially in the poorer mountainous districts, is 
very keen; especially as medical help in such places is still less available, 
and therefore, the authorities have not been very strict. But now it is in- 
tended to put into each village inhabited by at least 200 families a midwife 
with full qualifications, unless there is a doctor in the place. The study of 
midwifery must be conducted in one of the special midwifery clinics (five 
proposed, of which three are already present). An examination must be 
passed, which will entitle the woman who has reached the required num- 
ber of marks to a diploma in midwifery. Frequent surprise visits by the 
district officers of health are also planned, in order to see that all sanitary 
. regulations are followed out by the midwives. Puerperal fever among the 
cases in the charge of one woman is to incapacitate her for a peried of 
eight days after her last visit there, and special stress is laid on the neces- 
sity of the quarantine in the instruction given to them. Every year at 
least one “midwives’ day” or local congress will be held by the chief officer 
. of health of the district, to inform them of any important facts dealing. 
with midwifery. Meanwhile the necessity of instructing the present work- 
ing midwives in. modern asepsis and antisepsis, the nursing of infants, the 
value of breast-feeding, and the routine use of Crede’® instillations of sil- 
ver nitrate or another silver preparation into the eyes of the new-born is 
urgent, and instructors are few. The women without diplomas are, there- 
fore, offered an opportunity to obtain at least the fundamental principles 
of this work through so-called Wander-lehrer (migrating teachers) sent 
out to the smaller places. After a certain time (two years are considered 
too short) only qualified matrons will be allowed to take up this kind of 
work. It is estimated that, while the costs of these reforms will not 
amount to more than $150,000 a year, the saving to the public will be more 
than treble this figure——Vienna Correspondent in J. M. A. 
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LEFT-HANDEDNESS IN THE GERMAIN ARMY. 

A short time ago a military surgeon presented to the army medical so- 
ciety the results of his studies on the occurrence of left-handedness in the 
army. He examined 300 left-handed soldiers. At least half of these came 
from families in which this peculiarity also occurred in other members; it 
appears to be twice as frequent among males as among females. Enuresis, 
feeble-mindedness, stuttering and other disturbances of speech occur much 
more frequently among left-handed than among right-handed people. The 
frequency of left-handedness is greatest among the recruits and dimin- 
ishes with the length of service. The speaker reaches the conclusion that 
the left-handed are both physically and mentally less suited to military 
service than the right-handed.—J. M. A. 


ILLEGAL PRACTISE OF PHARMACY. 


Not all pharmacists practise their profession personally. There are, 
in fact, large pharmacies whose proprietors employ a great number of 
non-pharmacist clerks, who are engaged in the preparation of medicines 
This being the case, the Paris medical society (Syndicat Medical de Paris) 
has just passed a resolution that the inspectors should exact that in con- 
formity to the law, the preparation of medicines be carried out exclusively 
by graduate pharmacists in all the laboratories and manufactories of phar- 


maceutical products, and that all infractions of the law be severely re- 
pressed. ‘ 


THE PULSE IN APPENDICITIS. 


The pulse rate is a very important guide in determining the necessity 
for operation in acute appendicitis; but sometimes it should be altogether 
disregarded. If distinct pain and tenderness have not abated after twen- 
ty-four to thirty hours (especially if vomiting and more or less rectus rig- 
idity coexist, but even without these) it is proper to operate without wait- 
ing further, no matter what the temperature and pulse rate; a gangrenous 
appendix may be found in a patient whose pulse is 70 and temperature 
100 degrees !—American Journal of Surgery. 


ALCOHOLIC DELIRIUM. 


In persons suffering from alcoholic delirium, never fail to determine 
whether there is any retention of urine, as a distended bladder, through 
reflex irritation, may increase restlessness and prevent sleep.—Interna- 
tional Journal of Surgery. 





